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Abstract 
Background 
The Law of Health Insurance came into effect in Vietnam from July 1st 
2009 and identified 25 target groups to be involved in health insurance. The 
near-poor are a group whose coverage rate for health insurance has been rather 
low (25% in 2012) despite a 70% premium subsidy provided by the Vietnam 
government. This rate is far below the policy makers’ targets and few studies 
have examined the reasons for this within the target population.  
Objectives 
1) Estimate the health insurance coverage of a representative sample of 
the near-poor in Cao Lanh district, Dong Thap province, Vietnam. 
2) Examine the individual, household and social factors associated with 
the adoption or non-adoption of health insurance coverage. 
3) Examine the near-poor’s satisfaction with functional quality of care. 
4) Assess the self-reported use of health insurance cards for accessing 
the outpatient healthcare services of the near-poor and the individual, 
household and social factors associated with this usage. 
5) Assess the out-of-pocket spending on healthcare service utilization 
of the near-poor and the individual, household and social factors 
associated with this private spending. 
Methods 
A cross-sectional survey was conducted in Cao Lanh district, Dong Thap 
province, in Vietnam. The sample consisted of 2000 people identified as near-
poor on the official commune list assembled by the district Division of Social 
Insurance. A multi-level sampling approach was applied. The chosen 
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respondents were approached to participate in the survey. Participants who 
agreed to take part in the survey were interviewed face-to-face in their homes. 
The structured questionnaire contained 55 questions covering 
demographic details, health insurance coverage, health service utilization, 
private out-of-pocket expenditures for healthcare and potential explanatory 
factors including perception of quality of care. 
Results were coded and analysed using the SPSS statistical package. The 
approach taken was to examine the results in relation to each research 
objective using bivariate statistics. A multivariate model was then constructed 
using a binary logistic regression and ordinary least square analysis. 
Results 
The response rate of the 2000 respondents (with and without health 
insurance) was 91%. The results showed that the insurance coverage of the 
near-poor in Cao Lanh district, Dong Thap province (approximately 20%) was 
lower than that of the whole country (25% in 2012). Several factors, including 
poor health status, knowledge of health insurance, cost of insurance premiums, 
lack of interest or concern for health insurance, number of elderly in the 
household and housing types were all strongly associated with insurance 
status. The lack of health insurance coverage was strongly associated with 
better health status, poor knowledge of health insurance, high cost of 
insurance premiums, lack of interest or concern for health insurance, low 
number of elderly in households and temporary and semi-permanent houses. 
The near-poor were also generally unsatisfied with functional healthcare 
quality. Several factors such as membership duration, work status, marital 
status, health status, waiting times and type of illness were associated with the 
use of the health insurance card. However, it was also found that insurance 
played an important role in reducing the private out-of-pocket expenditures for 
inpatient care. The insured spent on average 25% less on  private payments for 
inpatient care than the uninsured. 
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Conclusions 
This study recommends decision makers modify the health insurance 
policies in terms of reviewing health insurance premiums and co-payments 
and conduct information, education and communication campaigns to promote 
knowledge of health insurance. In addition, the functional quality of health 
care should be improved. Consequently, the objectives of the Law of Health 
Insurance, primarily being universal coverage, can be achieved.  
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Chapter 1: Introduction 
This chapter outlines the background (section 1.1) and context (section 
1.2) of the research, and its purpose (section 1.3). Section 1.4 describes the 
significance and scope of this research and provides definitions of terms used. 
Finally, section 1.5 includes an outline of the remaining chapters of the thesis. 
1.1 BACKGROUND 
Vietnam has achieved significant progress in reducing poverty over the 
past 10 years. However, the incidence of poverty remains relatively high by 
international standards, especially in rural areas. The prevalence of rural 
poverty was estimated to be around 20 percent in 2006 and 12 percent in 2011 
(Ministry of Labour - Invalids and Social Affairs, 2012). One of the important 
determinants of individual and family poverty is health shock, that being 
illness or injury requiring formal health care, and resulting in major impacts 
on household economic viability due to ensuing costs and/or loss of income. 
Social research into poverty shows illness is very often described by the poor 
as one of the main reasons for their severe difficulties (World Bank, 2004). 
Households influenced by health shocks suffer significantly from the burden 
of medical expenses. According to the Vietnam Household Living Standard 
Survey (VHLSS, 2004), around 10 percent of households spent more than 16 
percent of their available income on healthcare (Narayan et al., 2000; 
Wagstaff and van Doorslaer, 2003).  
1.2 CONTEXT 
In Vietnam, the Law of Health Insurance (LHI) was approved by the 
National Assembly in 2008 and became effective from July 1st  2009. The goal 
of universal health insurance was to ensure effective and equitable health 
service delivery (Ministry of Health, 2010; Lieberman and Wagstaff, 2008). 
Prior to this change in law, Vietnam had two insurance schemes - a 
compulsory scheme and a voluntary scheme. The compulsory scheme 
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included mandatory earnings-related, contribution-based social health 
insurance for formal sector workers, civil servants, government officials, war 
veterans, members of Parliament, Communist Party officials, and war heroes. 
From 2003 onward, a non-contributory scheme for the poor was added in 
accordance with Decision 139. The voluntary scheme included targeted groups 
such as full-time students, family members of the compulsorily insured and 
others (Lieberman and Wagstaff, 2008). 
According to the new LHI, apart from the target groups under 
compulsory health insurance, all children under the age of 6 were to be 
enrolled from July1st  2009, school children and tertiary students were required 
to be enrolled from January 1st 2010 and by 2012, and from 2014 there would 
be compulsory enrolment of farmers and other adult groups respectively 
(Ministry of Health, 2010). Overall, there are 25 target groups included in this 
compulsory health insurance scheme (Vietnam National Assembly, 2008). 
The near-poor are one of these target groups. The near-poor are those 
whose incomes range from 22 AUD to 28 AUD per capita monthly if they live 
in a rural area and from 27 AUD to 35 AUD per capita monthly if they live in 
an urban area (Prime Minister of Vietnam, 2011). They are required to pay a 
premium of 4.5% of the basic minimum salary (Government, 2009), with the 
government subsidising 70% of this premium (Prime Minister of Vietnam, 
2012).  
In Vietnam, in 2010 social health insurance coverage was 60% but out-
of-pocket spending still accounted for 57% of total health expenditures. One 
of the contributing factors to this unexpected social health insurance coverage 
was a low coverage of the near-poor, just 25% in 2012. In 2012, the master 
plan of universal health coverage was developed. The specific objectives of 
this plan were to reach 70% of social health insurance coverage by 2015, 80% 
of social health insurance coverage by 2020 and reduce out-of-pocket 
spending to less than 40% by 2015 (Somanathan et al., 2014). 
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1.3 PURPOSE 
The objectives of this study included: 
1) Estimate the health insurance coverage of the near-poor in a 
representative sample of the Vietnamese population. 
2) Examine the individual, family and social factors associated with the 
adoption or non-adoption of health insurance coverage. 
3) Examine the near-poor’s satisfaction with functional quality of care. 
4) Assess the self-reported use of health insurance cards for accessing 
the outpatient healthcare services of the near-poor and the individual, 
family and social factors associated with this usage. 
5) Assess the out-of-pocket spending on healthcare service utilization 
of the near-poor and the individual, family and social factors 
associated with this private spending. 
This study included the following research questions: 
(i) What is the coverage of health insurance for the representative 
sample of the near-poor in Vietnam? 
(ii) What individual, family and social factors are associated with the 
adoption of insurance coverage?  
(iii) To what extent are the near-poor satisfied with the functional 
quality of healthcare? 
(iv) What individual, family and social factors are associated with the 
use or non-use of health insurance benefits by the near-poor?  
(v) How much do the near-poor pay in out-of-pocket payments for 
health care services? 
(vi) What is the difference in out-of-pocket payments between the near-
poor with and without health insurance coverage?  
The main hypotheses of this study were as follows: 
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(i) Knowledge and attitude about health insurance benefits would be 
strongly associated with the likelihood of health insurance 
enrolment. 
(ii) Perceived quality of healthcare services would be associated with 
the usage of an insurance card to access insurance benefits. 
(iii) Out-of-pocket expenditure on health would be lower for the near-
poor with health insurance than those without health insurance. 
1.4 SIGNIFICANCE, SCOPE AND DEFINITIONS 
Nowadays, health insurance has been recognised as playing an important 
role in reducing the burden of health expenditures in developing countries, 
especially for the poor. Health insurance schemes have also been popular in 
reducing poverty (Dekker and Wilms, 2010). 
Many studies have measured the impacts of health insurance on the use 
of healthcare services and out-of-pocket spending on health care by the poor 
(Dao et al., 2008; Freeman and Corey, 1993; Jowett et al., 2004; Narayan et 
al., 2000; Sepehri et al., 2003; Sepehri et al., 2008); however, far fewer studies 
have measured these impacts on the near-poor.   
The impacts of health insurance have been evaluated quantitatively in 
several studies. These studies were conducted to identify health insurance 
coverage and its associated factors (Abdel-Ghany and Wang, 2001; Chankova 
et al., 2008; Chernew et al., 2005). The most important factors found to be 
associated with health insurance enrolment were insurance premiums and the 
knowledge of health insurance benefits. Early analyses included measurement 
of the impact of all types of health insurance using Vietnam Living Standard 
Surveys (VHLSS) in 1993 and 1998. The findings showed that health 
insurance increased the probability of using health care services and the 
number of hospital visits (Wagstaff and Pradhan, 2005). A study using the 
panel data from VHLSS in 2006 identified the factors associated with the use 
of a health insurance card to access insurance benefits. The findings showed 
that the quality of healthcare services were perceived to be low when the 
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insurance card was used (Sepehri et al., 2009). The other study measured the 
impact of voluntary health insurance using a small household survey in 1999 
and found that voluntary health insurance decreased the average out-of-pocket 
expenditures by approximately 200 percent (Jowett et al., 2003). The impact 
of free health insurance for the poor was assessed in Bales et al., (2007) and 
Wagstaff (2007) using data from the VHLSSs of 2002 and 2004. Both studies 
found free health insurance had a significantly positive impact on the 
reduction of out-of-pocket health care spending. However, the outcomes were 
not clear-cut, Wagstaff (2007) found a net positive impact of the health 
insurance on health care utilization, while Bales et al., (2007) did not.  
In depth studies using primary data collection for analysis of the impacts 
of health insurance for the near-poor have not been formally carried out, and 
importantly, there has been little systematic research since the new law was 
introduced. All of the above-mentioned studies used secondary data to 
evaluate the impact of health insurance. This cross-sectional study would use 
primary data by interviewing face-to-face the representative sample of the 
near-poor in their homes. The expected outcomes of this study would be the 
health insurance coverage, usage of health insurance card, out-of-pocket 
spending on health and their associated factors. Consequently, these outcomes 
may give the evidence to policy makers to support modification of the health 
insurance scheme for the near-poor and improve the quality of healthcare 
services to increase health insurance enrolment and decrease households’ out-
of-pocket expenditures. Thus, universal health coverage could be secured. 
1.5 THESIS OUTLINE   
This thesis includes 9 chapters. Chapter 1 has outlined the background, 
context, purpose, significance, scope and definitions of the study. Chapter 2 
addresses the literature review including universal health coverage, health 
insurance models in several Asian countries and in Vietnam, health insurance 
coverage, health service utilisation, out-of-pocket expenditures and their 
associated factors. Chapter 3 discusses the methodology, including the study 
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design, research variables, sample size, sampling approach, data collection 
methods and data analysis. Chapter 4 represents the results of social 
demography and other characteristics of the study population, including their 
estimated health insurance coverage. Chapter 5 presents the individual and 
household factors associated with the adoption of health insurance coverage. 
Chapter 6 shows the results of the insured near-poor’s satisfaction with 
functional quality of health services. Chapter 7 examines the results of factors 
associated with the use of the health care card. Chapter 8 describes the average 
out-of-pocket expenditures for outpatient and inpatient care and factors 
associated with these expenses. Finally, Chapter 9 addresses the discussion, 
strengths and limitations, and conclusions of this study. 
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Chapter 2: Literature Review 
2.1 UNIVERSAL HEALTH COVERAGE AND HEALTH 
INSURANCE MODELS IN SOME ASIAN COUNTRIES 
The World Health Assembly called on governments to “develop their 
health systems, so that all people have access to services and do not suffer 
financial hardship paying for them.” The United Nations General Assembly 
also called on governments to “urgently and significantly scale-up efforts to 
accelerate the transition toward universal access to affordable and quality 
healthcare services” (Somanathan et al., 2014). Universal health coverage 
(UHC) is defined as “a system in which everyone in a society can get the 
healthcare services they need without incurring financial hardship” (Savedoff 
et al., 2012). Countries have reached UHC using different approaches and 
varying health systems. However, there are three common characteristics for 
making progress towards UHC. First, there must be a political commitment to 
create regulations for expanding access to care, improving equity and pooling 
financial risks. Second, health expenditures need to be increased in order to 
purchase more health services for more people. Third, the share of health 
spending must be raised and pooled to avoid reliance on households’ out-of-
pocket payments (Savedoff et al., 2012).  
The WHO Health Financing Strategy for the Asia Pacific Region (2010-
2015) further developed the framework for countries to evaluate universal 
health coverage with four target indicators: 
− Total health expenditure should be at least 4-5% of the gross 
domestic product; 
− Out-of-pocket expenditures should not exceed 30-40% of total health 
spending; 
− Over 90% of the population is covered by prepayment and risk 
pooling schemes; and, 
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− Close to 100% coverage of vulnerable populations with social 
assistance and safety-net programmes (Chua and Cheah, 2012). 
Based on the momentum in support of the objectives of universal health 
coverage (UHC), countries have adopted UHC as their national strategy 
worldwide and have made progress toward its goal of affordable access to 
needed and quality healthcare services.  
The finance model for health systems has important implications for the 
equity and efficiency of health care. Broadly, finance models should:  
(i) Mobilize adequate financial resources for health care;  
(ii) Manage and allocate the resources equitably and efficiently;  
(iii) Promote the quality of health service delivery; and,  
(iv) Protect people from financial risks due to health care costs.  
To achieve these objectives, the health-financing model needs to include 
functions such as a sustainable funding mechanism (possibly through tax 
collection and/or health insurance premiums), effective collection systems for 
these, and have processes in place to ensure effective and efficient 
management of the financial fund. Managing the funds includes managing the 
costs of different risk groups (pooling), implementing processes for service 
purchasing, efficient allocation of funds to achieve cost-effectiveness in health 
outcomes, keeping costs of the health system at affordable levels for any given 
part of the population, and promoting quality and efficiency of service 
delivery (Ministry of Health, 2008; Ministry of Health, 2012).  
Health insurance systems require groups, either government, employers, 
businesses or households, to make contributions in advance of the costs caused 
by illness or service utilization. These pre-payments must enable the accum2
 ulation of a pool of funds from which all or part of the health care 
expenses can then be paid or reimbursed. Pooling is an essential component of 
any health insurance scheme to achieve the objectives of financial risk sharing 
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The following is a review of models of health care financing 
implemented in Asian countries, selected on the basic of potential 
comparability and therefore relevance, to Vietnam. 
2.1.1 Singapore 
In Singapore, the healthcare financing system has been developed as a 
mixed financing system, which ensures all individuals access to elementary 
healthcare without financial hardship. This system consists of multiple layers 
of protection. The first layer is provided by government subsidies of up to 
80% of the total service fees from public hospitals. The second layer of is 
provided by Medisave, a compulsory individual medical savings account 
scheme. The third layer is provided by Medishield, a low cost catastrophic 
medical insurance scheme. The final layer is a voluntary means-tested medical 
expense assistance scheme called Medifund. These schemes are often referred 
to as the 3Ms (Ramesh, 2008; Sidorenko and Butler, 2007).  
Medisave, established in 1984, is managed by the Central Provident 
Fund (CPF) scheme and was developed as a compulsory savings scheme for 
old age. This scheme involves the working population, and requires those 
involved to compulsorily contribute from 7% to 9.5% of their monthly salary 
according to age. These compulsory savings earn interest and are tax exempt. 
The savings can only be withdrawn upon retirement. The medical saving fund 
can be used to pay for inpatient services, and certain outpatient services  (Chia 
and Tsui, 2005; Ministry of Health, 2013). 
To support Medisave in terms of risk pooling and adequate funding, 
Medishield was established in 1990. Medishield is also managed by the CPF 
scheme to minimize administrative costs. The guidelines for Medishield aim 
to prevent the abuse of medical services and insurance in terms of over-
servicing and excessive demand. Those who want to participate in Medishield 
contribute their premiums to a medical savings account. The annual premium 
increases with age, those aged 1 to 20 years old contribute $50 and those aged 
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between 86 and 90 contribute $1,190. Those aged over 90 are excluded from 
this scheme (Gill and Low, 2013).   
To supplement Medisave and Medishield, Medifund was established to 
help to meet the medical services needs of the poor. Medifund is a last resort 
for a patient who cannot pay her/his medical expenses even after using 
subsidised care, Medisave and Medishield (Gill and Low, 2013). 
Given the advantages of the those layers of protection, Singapore has 
reached universal health coverage, defined as a system in which everyone in 
society can access health care services without paying high out-of-pocket 
expenditures (Savedoff et al., 2012). Household out-of-pocket expenditures 
have been just 4.3% to 4.5% (Tan et al., 2014).  
2.1.2 Malaysia 
In confronting the increases in health care costs, Malaysia decided to 
introduce a new national health-financing scheme aimed at strengthening 
health financing to cope with current and future challenges (Yu et al., 2011). 
The new health insurance scheme (NHI) consists of a compulsory Employees 
Provident Fund (EPF) enrolling private business workers, self-employed and 
government employees. The Social Security Organization (SOCSO) covers all 
working Malaysian citizens and their dependents.  
In 2004, the National Health Insurance Scheme was established in 
accordance with a community-rating model. The National Health Financing 
Authority, a part of the Ministry of Health, is charged with the administration 
of this scheme. The National Health Insurance Scheme is now called the 
National Health Financing Mechanism. Beneficiaries like public servants, the 
disabled, the elderly, pensioners, the unemployed and the poor will not have to 
make compulsory contributions to the scheme. Other household beneficiaries 
will have to pay compulsory community-rated premiums and co-payments 
when they use healthcare services (Sidorenko and Butler, 2007).  
The NHI system pools contributions from five finance sources of direct 
taxes, indirect taxes, contributions to EPF and SOCSO, private insurance 
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premiums and out-of-pocket payments. It is based on the philosophy that 
health problems are a shared responsibility and as such, the financial burden 
should be shared by the population based on the individuals’ ability to pay. 
The underserved and vulnerable will be subsidized by the government’s fund. 
Government employees and pensioners are also subsidized from government 
revenue. Insurance coverage is reported at 100%, but due to high out-of-
pocket payments the effective rate is suggested to be lower than this level 
(Tangcharoensathien et al., 2011). The NHI is intended to reduce pressure on 
the government to subsidise the increasing healthcare costs and citizens’ out-
of-pocket payments (Yu et al., 2011). Based on the World Health Organization 
strategy for the Asia Pacific Region (2010-2015), Malaysia has achieved the 
outlined indicator of reducing out-of-pocket health payments, below 40% of 
the total national health expenditure (30.7%) (Chua and Cheah, 2012). 
2.1.3 China 
In China, the health insurance system was developed during two 
different periods, before and after economic reform. 
Before the reform of the planned economy, most individuals were 
involved in some forms of health insurance. The old commune based 
cooperative medical scheme (CMS) was developed to cover agricultural 
workers with a coverage rate of 90% of the rural population, whilst the 
Laborer Insurance Scheme (LIS) covered state owned enterprise workers and 
the Government Insurance Scheme (GIS) covered civil servants and other 
government workers (Weiner et al., 2009). After the move to a more market 
based economy from 1980 onwards, there were sharp reductions in health 
insurance coverage. In 2003, the proportion of the rural population covered by 
health insurance decreased to 20% due to agricultural de-collectivization 
leading to the collapse of CMS. The situation was similar in urban areas where 
there was a decline of health insurance coverage by LIS and GIS as the state 
owned enterprise (the backbone of LIS) came into financial difficulty.  
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During market-oriented reforms, health insurance coverage fell to 10% 
of the population and roughly 900 million rural individuals could not access 
basic medical care (Wagstaff and Lindelow, 2008). To a certain extent, these 
inequities in health care access created political instability, which led China’s 
government to respond by returning to prepayment-based health care 
financing mechanisms through large-scale reforms. In 1998, a social insurance 
scheme - the Urban Employee Basic Medical Insurance (BMI) - was launched. 
In 2006, it was estimated that 160 million workers and retirees were covered 
by BMI. It was expected that there would be 100% coverage for all working 
and non-working urban individuals by the end of 2010. For the rural 
population, the voluntary New Cooperative Medical Scheme (NCMS) was 
launched in 2006 and covered about 400 million informal-sector workers and 
households with the expectation that coverage of all of the rural population 
would occur by 2008. By 2008, the proportion of the total Chinese population 
covered by various social health insurance schemes was 87%, including 
coverage under NCMS of 68% and under BMI of 19% (Qingyue and 
Shenglan, 2010). Public and private health care providers under NCMS and 
BMI are paid through a fee-for-service mechanism. 
Private health insurance regained ground during the period of economic 
reforms and is controlled by the Insurance Regulatory Commission. Most 
services provided by this kind of insurance scheme are supplemental to BMI 
and the NCMS. The proportion of the Chinese urban and rural populations 
involved in some form of private health insurance was 6% and 8% 
respectively. Beneficiaries began to rely on the private health insurance as a 
supplement to cover health services not covered by BMI and NCMS 
(Bhattacharjya and Sapra, 2008).  
In 2010, the health insurance coverage rate, including public and private, 
was 87%. Health insurance schemes helped to gradually create an equitable 
financing model to provide people with financial protection for when they 
suffered from sickness. However, because of low premiums and high co-
payments, the financial protection was still limited. In 2010, China’s per capita 
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annual premium for NCMS was about 22 AUD, around ten times lower than 
the BMI scheme, and, the reimbursement rate for BMI and NCMS were 70% 
and 40% respectively. These differences in insurance premiums and 
reimbursements between urban and rural health insurance schemes lead to a 
difference in risk protection.  
Payment to providers for health care services is largely by fee-for-service 
mechanisms. Thus, there is an incentive for providers to over-service and 
over-prescribe and providers tend to supply the health services with high 
technology to increase revenue for health facilities. This leads to higher out-
of-pocket health spending. As a result, it is expected that the implementation 
of broader health insurance schemes needs to be paralleled with improvements 
in the quality of health service delivery and human resources.  
China has substantially improved health insurance coverage with the aim 
of increasing the community’s access to health care services. However, in 
order to reach the universal coverage of health care, China’s government 
needs to seriously take into account the positive implications of transformative 
policies such as the reduction of benefit packages among different health 
insurance schemes, transformation of the fee-for-service mechanism, changing 
the risk pooling level and integration of fragmented health insurance schemes 
and quality of health care delivery (Li et al., 2011). 
Several issues have resulted in slow progress to universal health 
coverage in China. In principle, every person should be covered by current 
health insurance schemes; however, urban informal sector workers are often 
poor target groups who cannot afford the insurance premiums for the BMI 
scheme. In addition, adverse selection is another inevitable issue happening to 
voluntary enrolment under BMI and NCMS schemes. Apart from the issues of 
health insurance enrolment, the limited effect of financial risk protection is 
also a determinant influencing the progress towards universal health coverage 
(Li et al., 2011).  
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2.1.4 Thailand 
Thailand has been an exemplar of universal health insurance in Asia, 
with almost all Thai citizens being covered through different insurance 
schemes. There are two public health insurance schemes; the Civil Service 
Medical Benefits Scheme (CSMBS) introduced in 1963 and the Social 
Security Scheme (SSS) introduced in 1990. The CSMBS, which was financed 
by taxes, covered about 6 million government’s employees and their 
dependents. The SSS enrolled private workers (but not their dependents) or 
about 8 million people based on the equal premium contribution from 
employees, employers and the government. The universal coverage (UC) 
scheme was introduced in 2001. This scheme is the largest insurance program, 
enrolling 47 million people. The Thai government established the 30 Baht 
health care scheme, which is fully funded by general taxes and covers the 
majority of the uninsured. The co-payment 30 Baht was cancelled in 2006 
(Yiengprugsawan et al., 2010; Li et al., 2011). Apart from the public schemes, 
Thai citizens can participate in private insurance schemes to supplement the 
benefits from the public schemes. These schemes currently cover about 1.5 
million people and the enrolees pay premiums directly to the insurance 
companies.  
Outpatient, inpatient and preventive health services were provided using 
a comprehensive benefit package standardised across UC, CSMBS and SSS. 
The payment methods differed between the types of services. A capitation was 
used to pay for outpatient services, while diagnostic-related groups (DRGs) 
were used to pay for inpatient services (Li et al., 2011). 
Thailand achieved universal health coverage in 2002. The population 
coverage, which was protected by health insurance schemes, reached 98% 
(Tangcharoensathien et al., 2011). The out-of-pocket expenditures decreased 
to less than 15% in 2010. Outpatient and inpatient visits increased about 50% 
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2.2 OVERVIEW OF HEALTH FINANCING IN VIETNAM 
The common elements of the Vietnamese health financing system and 
other systems around the world are: 
 Tax-based health financing. Governments use part of collected taxes 
to subsidise or fund health care. 
 Social health insurance. Employees and employers pay the 
compulsory premiums depending on the employees’ incomes. Other 
groups such as the poor, the near-poor, and children can be covered 
by health insurance through the government’s subsidy for specific 
subjects.  
 Private health insurance. This system usually incorporates a 
component of costs for profits. Premiums usually vary according to 
an individuals’ health risk, for example, old people and people with 
chronic diseases usually pay higher premiums.  
 Community based health insurance. Similar to private health 
insurance, but usually without not-for-profit and community 
agreements on sharing the risks, costs (premiums) and benefits. 
 Direct out-of-pocket payments from households made to health 
service providers when households use these services.  
 Other external funding sources: health financing also comes from 
loans and external aid. 
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The flow of health financing in Vietnam is illustrated below in Figure 2.1  























Source: Ministry of Health, Vietnam 2008 
 
2.3 HEALTH INSURANCE IN VIETNAM 
Social health insurance is the most important pillar of health financing in 
Vietnam and plays a very important role in ensuring equity in health care. 
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For public health insurance, the first Decree No 299/HDBT dated August 
15th 1992, valid from 1992 to 1998, stipulated that some groups must 
participate in the compulsory health insurance scheme including public sector 
employees, pensioners, people entitled to work with disability benefits, 
Vietnamese workers in international organizations in Vietnam and employees 
of non-state-owned enterprises having 10 or more employees. Since 1998, 
other groups have also been required to participate in compulsory health 
insurance according to Decree 58/1998/ND-CP. From July 1st 2005, Decree 63 
/2005/ND-CP came into effect and modified eligibility for coverage for those 
who were already stipulated in Decree 58. These changes required that 
employees who work in non-state enterprises employing less than 10 people 
be involved in the compulsory health insurance scheme. The poor and ethnic 
minority populations were also covered in the compulsory health insurance 
scheme with the government subsidising 100% of their premiums according to 
Decision 139/2002/QD-TTg. In addition, on September 24th 2008, the 
Ministries of Health and Finance issued Joint Circular 10/2008/TTLB-BYT-
BTC providing for a health insurance scheme for members of near-poor 
households with the government subsidising at least 50% of health insurance 
premiums (Ministry of Health and Finance, 2008).  
The LHI issued by the Vietnam National Assembly came into effect 
from  July 1st 2009. This law stipulated 25 target groups to be involved in the 
compulsory health insurance scheme in Vietnam (Vietnam National 
Assembly, 2008). In addition, the health insurance premiums of these target 
groups have been changed. From January 1st 2010 the premiums of almost all 
of these target groups accounted for 4.5% of their basic salary and 3% of the 
basic salary for pupils and students (Government, 2009). 
For private or commercial health insurance, the Government issued 
Decree No. 45/2007/ND-CP was the first implementing guidelines for the Law 
on Insurance Business and this law officially came into effect in 2007. There 
were about 37 registered insurance business organizations in Vietnam in 2006. 
Foreign insurance companies had signed about two million contracts for health 
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related insurance. The domestic insurance companies signed several contracts 
with main groups of students across the country. In Vietnam, no official 
research evaluating the level of coverage, benefit packages and reimbursement 
of commercial health insurance schemes has been undertaken and there is a 
lack of documentation regulating health insurance business activities. 
Vietnam, like Thailand, has a blended payment methodology for 
payment of providers incorporating both fee-for-services and capitation 
components. Case mix funding using a diagnostic-related group is not 
common.  
In 2012, the master plan of universal health coverage was produced, 
which identified the objectives of reaching 70% of social health insurance 
coverage by 2015 and 80% of social health insurance coverage by 2020. The 
out-of-pocket expenditures would be less than 40% by 2015 (Somanathan et 
al., 2014). This plan faced significant challenges in terms of improving equity 
with continuing low rates of enrolment. For example, despite large increases 
in the partial subsidy from the government, the near-poor’s enrolment rate in 
social health insurance was still low, 25% in 2012 (Somanathan et al., 2014). 
In Vietnam, the near-poor group is identified by monthly household 
income. In rural areas, a person is considered near poor if his or her income is 
from 401.000VND (equivalent to about 18AUD) to 520.000 VND (23.5 
AUD) per month. In urban areas, a person is considered near poor if his or her 
income is from 501.000VND (equivalent to about 23AUD) to 650.000 VND 
(30 AUD) per month (Prime Minister of Vietnam, 2011). The health insurance 
premium for the near-poor is set at 4.5% of the basic salary, which was 
identified as 1,050,000 VND (about 48AUD). Thus, this premium is 
1,050,000VND multiplied by 4.5%, which equates to 472,500VND per 
insurance card per year. The government subsidises 70% of this premium, so 
the near-poor have to contribute 170,100VND (about 8AUD) per card per year 
and the coverage provided by the card is for one year. The policy also 
decreases the premiums proportionally when all of the near-poor household’s 
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members are involved in the health insurance. That is, the first member has to 
contribute 100% of the premium, the second member contributes 90% of the 
premium, the third member contributes 80% of the premium, the fourth 
member contributes 70% of the premium and from the fifth member onwards 
the contribution of the premium accounts for 60% of 170,100VND.    
The near-poor receive the following benefits from health insurance 
coverage: 
Registration for primary health care services at commune health stations 
(CHS), district hospitals (DH), including private health facilities who have 
signed contracts with the health insurance agency. 
 Provision of health care services at designated health facilities 
with the benefits of: 
• 100% reimbursement of health care costs at CHS, and, 
• 100% reimbursement of health care costs at DH provided 
that the total cost is not over 15% of the basic salary, and if 
so,  
• only 80% reimbursement of health care cost will be made.  
• If health care services with high technology are provided for 
the near-poor, the insured will be reimbursed 80% of cost, 
but not over 40% of the basic salary for an episode of 
services.   
 The near-poor attending health care services at non-designated 
health facilities will be reimbursed at different payments, namely: 
• 70% of hospital costs will be reimbursed if health care 
services are provided at third level health facilities (often 
called district hospitals), and, 
• 50% of hospital costs if health care services are provided at 
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• 30% of hospital costs if health care services are provided at 
first level health facilities (often called centre hospitals).  
• An episode of health care services with high technology and 
high cost provided in these three levels of health facilities 
will not be reimbursed over 40% of the basic salary.  
 The near-poor attending health care services in contracted non-
public equivalent health facilities will be reimbursed as for public 
health facilities. 
The health insurance law guarantees the government’s support for the 
health insurance premiums and benefit package. However, the proportion of 
the near-poor involved in health insurance is still low, 25% in 2012, as 
mentioned above. In the River Delta and northern mountainous provinces, the 
proportion of the near-poor with a health insurance card was much lower. For 
example, in June 2011 none of the near-poor in the provinces of Phu tho, Vinh 
phuc, Son la and Hoa binh were involved in health insurance. In Hanoi, there 
were approximately 400,000 near-poor members, but only 350 had health 
insurance cards (Huong, 2011). It is evident that the government’s intention to 
achieve universal health insurance coverage has not yet been realised.   
 
2.4 FACTORS ASSOCIATED WITH HEALTH INSURANCE 
COVERAGE 
In the international literature, several studies identified a range of the 
socio-demographic factors associated with variation in health insurance 
coverage including income, age, family composition, level of educational and 
employment.  
A study exploring the factors associated with the different coverage of 
health insurance was conducted in a representative sample of the American 
population. The data set used was the 1996 National Health Interview Survey, 
which provided detailed information on personal characteristics such as age, 
education, region of residency, health status, work status, occupation and 
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insurance coverage. The sample included 31,527 families with 22,970 who 
were fully covered by health insurance, 4,597 partially covered and 3,960 with 
no coverage (Abdel-Ghany and Wang, 2001). The findings of this survey 
showed significant associations between socio-demographic factors and health 
insurance coverage. Level of education was positively associated with full 
insurance coverage. Families with individuals who had at least high school 
education were 1.6 times and 1.24 times more likely to be fully or partially 
covered by health insurance than families with individuals who did not have 
high school education. On the other hand, families with individuals who had 
university or higher education were 1.88 times more likely be fully covered by 
health insurance than families with individuals who had high school 
education.  
Diane (1998) found similar findings between the level of formal 
educational attainment and health insurance involvement in 7762 fully 
employed adult respondents sampled from the 1987 National Medical 
Expenditure Survey in America (Diane, 1998). Paulin and Dietz (1995) also 
found a similar result from the Consumer Expenditure Survey, where 
uninsured families were found to generally have lower levels of education 
than the insured (Paulin and Dietz, 1995). These findings were also supported 
in another study conducted in several African countries such as Ghana, 
Senegal and Mali (Chankova et al., 2008). 
Abdel-Ghany and Wang (2001) also found the number of children to be a 
factor associated with health insurance coverage. Families with children 
younger than the age of 6 and between the ages of 6 and 18 were more likely 
to be fully covered (1.44 and 1.2 times, respectively), than those with no 
children. This suggests that families with children are more likely to be 
insured than those with no children. 
There was no statistically significant association in health insurance 
coverage between those evaluating their health status to be excellent and those 
evaluating their health status to be poor (Abdel-Ghany and Wang, 2001). This 
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seems to be different to developing countries, especially Vietnam, where 
people are more likely to purchase a health insurance card when they are ill 
(Ekman et al., 2008). This finding was similar to that in Senegal, where those 
reported to have very good health status were less likely to enrol in health 
insurance than those reported to have a poor health status (Chankova et al., 
2008). 
About 70% of families with a self-employed person purchased health 
insurance coverage, while 86% of families with a person employed in a 
government position were likely to be covered (Abdel-Ghany and Wang, 
2001). This may be explained by the difference in both level and certainty of 
income between the two types of employment. Families with a self-employed 
person may have an unstable income, and may therefore  find it difficult to 
commit part of their low income to health insurance costs (Chernew et al., 
2005; Government, 2009). 
Age is also associated with health insurance coverage. According to 
Abdel-Ghany and Wang (2001), families with a person aged 65 years and 
older, 45 to 64 years and 25 to 44 years were more likely to be fully covered 
(approximately 14.4, 2.9 and 1.7 times, respectively), than those with persons 
aged less than 25 years. These results were also found in a study conducted in 
Ghana and Senegal (Chankova et al., 2008). This suggests the perception that 
older people are more likely to be ill than younger ones and therefore need 
health insurance to protect them from financial risk. Two-parent families were 
1.3 times more likely to be partially covered by health insurance than single-
parent families. However, work status and ethnicity were not factors that 
appeared to affect health insurance coverage.  
Lavarreda, et al., (2008) examined the factors associated with 
discontinuous health insurance coverage using the 2003 California Health 
Interview Survey samples. They found that children who had discontinuous 
insurance tended to be younger (ages 0–5), and more likely to be born in 
families with a higher income. Adults who had discontinuous insurance were 
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also more likely to have a higher income, work in full-time jobs, be female 
and be aged between 25 and 44 years. Both uninsured adults and children were 
more likely to be in better health than the whole population (Lavarreda et al., 
2008). 
A study conducted in 2003 described the factors associated with non-
coverage in the Russian compulsory health insurance system. It found that 
coverage rates decreased with age and were lower for the unemployed, for the 
self-employed and for those residing in rural areas (Balabanova, 2003).  
There are few Vietnamese specific studies. Data drawn from the Vietnam 
National Health Survey (2001-2002) was analyzed to understand the factors 
associated with health insurance coverage of school-age children and 
adolescent students (aged 6-20). The economic and education levels of 
households were positively related to high coverage rates. Female heads of 
household were more likely to buy health insurance cards for their children. 
Young, male and school aged children were priorities for involvement in 
health insurance scheme (Nguyen and Knowles, 2010). 
The level of health insurance premiums was also reported to be a factor 
associated with the insurance coverage rate in Vietnam. A study conducted 
using the data from the national household survey showed that the high 
insurance premiums of different insurance schemes were inversely 
proportional with high coverage rates in near-poor children (Hadley et al., 
2006).  
These studies have only explored the association between health 
insurance coverage and the socio-demographic factors such as age, level of 
education and self-employment. These factors are relatively stable, unlike 
health insurance premiums. Other factors reported in the international 
literature such as the individuals’ perceptions of risk and attitudes towards 
health insurance have not been studied in Vietnam. 
A possible reason for this is that almost all of the reported studies have 
been based on secondary data extracted from the National Health Survey, 
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which only included individual and household socio-demographic 
characteristics. One exception to this was a qualitative study conducted in 
2008 in the six southern provinces of Vietnam including Can tho, Ben tre, 
Dong Thap, Soc trang, Kien giang and Ca mau (See map below) on inpatients 
with and without a health insurance card. The study reported reasons for 
involvement in health insurance as:  
(i) Health insurance is very important and is the ticket to good 
health care. 
(ii)  It is compulsory for people to be involved.  
(iii) Health insurance helps to protect people from financial risk 
at a time when they are ill.  
(iv) Health insurance will help to share financial risk; health 
insurance is like a charity.  
The findings also identified reasons not to be involved in health 
insurance as:  
(i) Lack of knowledge and information about health insurance. 
For example, studied subjects had never heard about health 
insurance and did not know where to buy a health insurance 
card.  
(ii) Implausible and complicated procedures of registration, 
referral, examination, treatment and reimbursement.  
(iii) Limited benefit package. 
(iv) Health insurance premiums were too high to buy. (Vietnam 
Health Economic Association, 2011).  
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Figure 2.2 Map of Vietnam 
 
2.5 HEALTH INSURANCE COVERAGE AND HEALTH SERVICE 
UTILIZATION 
The insured do not always use their health insurance card to access 
benefits for health care services when using health care services. Research has 
identified a range of reasons for this, specifically in Vietnam.  
In one study, data from the Vietnam Household Living Standard Survey 
2006 were used to assess the individual, household and commune factors for 
not using health insurance benefits (Sepehri et al., 2009). The findings showed 
that age, gender, resident region and the number of sick household members 
were not significantly associated with seeking outpatient and inpatient care. 
However, married people were 2 times more likely to access insurance 
benefits when using inpatient care than the unmarried. People with no 
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education were 9.5 times more likely to access insurance benefits when using 
inpatient care than those with a primary education. This may reflect a 
perception among the better educated that they would receive an inferior 
quality of care if using a health insurance card. 
Accessing insurance benefits also differed among the types of health 
facility. People were more likely to access health insurance benefits when 
using outpatient and inpatient care in district hospitals than provincial and 
central hospitals (1.7 and 1.6 times, respectively). Having outpatient and 
inpatient contacts at a non-designated lower level public facility reduced the 
likelihood of using insurance benefits (as much as 76% and 83%, 
respectively), compared to designated public health facilities (Sepehri et al., 
2009) .   
The likelihood of using insurance benefits for inpatient and outpatient 
care increased with patients experiencing acute illness rather than 
chronic/injury/check-up and preventive care. The likelihood of using 
insurance benefits also increased with membership duration.   
Ethnicity was another factor predicting the use of insurance benefits. 
Those of the Kinh majority ethnic group were 47% less likely to use insurance 
benefits for outpatient care than ethnic minorities (Sepehri et al., 2009). 
Sepehri et al., (2008) also found significant associations between 
individual’s and household’s characteristics and adults health seeking 
behaviour in Vietnam. Compulsory health insurance enrolees were 2 times 
more likely to seek care than the uninsured. Gender, age and education were 
factors related to health care seeking behaviour. The likelihood of care seeking 
behaviour in females was as much as 20% higher than males. The gender 
difference decreased with age. Level of education was also associated with use 
of insurance benefits with those with primary, secondary and post-education 
being 1.3 times, 1.5 time and 1.7 times, respectively, more likely to seek 
health care services than those with no education (Sepehri et al., 2008).  
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The likelihood of using health care services predictably increased with 
type, duration and severity of illness. Those suffering from a new chronic 
illness or injury were much more likely to use health care services than those 
with acute illness (14 times and 5 times, respectively). Patients with illness 
lasting 1 to 3 weeks, 4-7 days and over 3 weeks were  more likely to seek care 
than those with illness lasting under 4 days, (5.6 times, 2.9 times and 2.5 
times, respectively). The more severe the illness, the more likely it was that 
the insured would use health care services.  
The use of health care services was also influenced by household 
characteristics. Those in higher income quintiles were more likely to use 
health services than those in lower income quintiles. Those who were living in 
a rural area were 20% less likely to seek care than those living in an urban 
area. Ethnicity was not a significant factor to predict the use of health care 
services in this study. The likelihood of seeking care decreased with the 
number of household members with illness. Individual households with one to 
two members and from three or more members with illness were less likely to 
seek care than one of household with no ill members (16% and 37%, 
respectively). Finally, the researchers found household distance to the nearest 
health facility was not significantly associated with health service seeking 
behaviour. 
The individual’s health care utilization decisions were also associated 
with re-imbursement methods. A study conducted in China found that 
immediate reimbursement significantly increased the likelihood of patients 
seeking outpatient treatment compared to later reimbursement (that being 
where the insured pays the full cost for each treatment and then gets the 
reimbursement later) (Zhong, 2010). In Vietnam, while similar differences in 
the timing of reimbursement also occur in social health insurance, the impact 
on health care utilization has not yet been examined.   
The use of health insurance is not only dependent on individual and 
household characteristics, but may also depend on the individuals’ perception 
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about impacts on the quality of health service they then receive. Qualitative 
research has identified those who chose not to access health insurance benefits 
due to concerns that this would adversely impact on the waiting time for 
health services and attitudes of health service providers. These are two of the 
main components of measures of functional quality of health care (see below). 
Patients reported having to wait a whole day to be examined, diagnosed and 
treated when they used their health insurance card. In addition, they also 
received unsatisfactory behaviour toward them from health workers (Vietnam 
Health Economic Association, 2011; World Bank, 2007). However, only a 
few, mainly small qualitative studies of patients’ perception about the 
functional quality of health care services and its impact on their decision to 
use health insurance benefits have been undertaken (Segall et al., 2002).  
There is no general definition of quality and it has been defined in 
different ways according to the settings and intent. Some literature defines 
quality as “excellent performance”, whereas others define it as “satisfying the 
clients” or “meeting the clients’ reasonable requirements” (Bakan et al., 2014; 
Thanh, 2013). In healthcare, there are many different ways that quality of care 
has been measured (Ward et al., 2005). However, measures broadly refer to 
two characteristics of care, technical and functional. Technical quality of care 
is the extent to which the care meets certain standards, guidelines or 
professional expectations. Functional quality of care refers to the experience 
of care as perceived by the patient or is the way in which the health care 
services are provided. Questions arise as to who can most appropriately 
evaluate these two quality categories of health care services? It can be argued 
that health care providers rather than patients are those most able to assess the 
technical health care quality because they have the content knowledge 
acquired as part of their training and practice. In addition, from the patients’ 
perspective, most providers have similar technical competence. From the 
health care literature there was no agreement in regards to terms such as 
“technical quality”, “service quality” and “patient satisfaction” (Ward et al., 
2005). Patient satisfaction surveys are often used to assess the level of the 
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quality of healthcare services in health facilities. This is a common approach 
and scientifically acceptable (Niakas et al., 2004).  
In the literature, different instruments have been used to evaluate patient 
satisfaction with health care service quality. Examples of different measures 
include: 
• An instrument consisting of the dimensions of “accessibility 
and availability”, “quality of patient care”, “organizational 
and physical structure”, and “continuity” was developed to 
measure patient satisfaction in public hospitals 
(Tengilimoglu et al., 2001).  
• An instrument including the dimensions of “information and 
communication with doctors and nurses”, “care and 
treatment”, “the hospital and ward” and “physical comfort” 
(Niakas et al., 2004).  
• An instrument measuring patient satisfaction with total 
quality of services including larger dimensions such as 
infrastructure, personnel quality, process of clinical care, 
administrative procedures, safety, overall experience of 
medical care and social responsibility (Bakan et al., 2014).  
The SERVQUAL instrument was originally developed in the business-
marketing field and has been widely used in many patient satisfaction surveys 
(Reidenbach and Sandifer-Smallwood, 1990; de la Fuente-Rodríguez et al., 
2009; Chou et al., 2005). This tool includes the following dimensions:  
• Tangibles - the appearance of physical facilities, equipment, 
personnel and communication materials;  
• Reliability - the ability to perform the promised service 
dependably and accurately;  
• Responsiveness - the willingness to help patients and 
provide prompt service;  
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• Assurance - the knowledge and courtesy of personnel and 
their ability to convey trust, confidence and empathy - the 
level of care and attention provided to individual patient.  
This instrument is considered to be easily understandable and adaptable.  
However, SERVQUAL was discussed to show few concerns such as too many 
questions to answer and the vagueness of the questions (Le and Fitzgerald, 
2014). The other tool, called SERVPERF, was introduced to overcome these 
concerns and together with SERVQUAL were thought to be valid instruments 
to measure the quality of healthcare services (Carrillat FA et al., 2007). 
Nevertheless, Ward et al., (2005) noted that the SERVQUAL did not include 
the factor of outcome, which is likely to influence the users’ perception of the 
quality of their interaction with health care providers. It is obvious that 
SERVPERF did not include the factor of outcome either. Moreover, 
SERVQUAL is not always strong enough to be used in certain health care 
settings. To overcome the limitations of these instruments, Ward et al., (2005) 
developed their own health care quality dimensions which are: 
• Access (including factors of scheduling and waiting time),  
• Interaction and communication (including two factors: 
interaction and communication with staff and interaction and 
communication with doctors),  
• Tangibles (including facility), and, 
• Outcomes (including referrals).  
This instrument still covers the dimensions included in the previous 
instruments. Furthermore, it meets two important criteria: (1) achieve a unique 
portion of the health care experience, and, (2) achieve the totality of the 
patient-perceived health care delivery experience. It is widely understood that 
a good instrument is one that it is standardized and does not include too many 
questions. Then, this instrument was widely used by several studies measuring 
the functional quality of healthcare services in health facilities in Vietnam 
(Thanh, 2013; Thuan and Giang, 2011). 
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A Likert scale has been widely used in instruments to measure 
satisfaction with health care. This scale consists of 5 levels (1) very 
unsatisfied, (2) unsatisfied, (3) neither satisfied nor unsatisfied, (4) satisfied 
and (5) very satisfied. The strategy of data analysis has been different, 
depending on the researchers’ purposes. Tengilimoglu et al., (1999) described 
item satisfaction by the mean score and treated it as a continuous variable. The 
higher the score, the greater the level of satisfaction. Other studies have also 
used this technique (Bakan et al., 2014; Niakas et al., 2004). However, in 
another study, using the same scale Tengilimoglu et al., (2001) recoded a 
continuous variable to produce a categorical variable by merging the 
categories “very satisfied” and “satisfied” into one category and “unsatisfied” 
and “very unsatisfied” into another category (Tengilimoglu et al., 2001). A 
similar approach has been also found in other studies (de la Fuente-Rodríguez 
et al., 2009; Akinci and Sinay, 2003). 
Today, many studies have been conducted on patient satisfaction with 
functional quality of healthcare services using the above-mentioned different 
instruments. A study was conducted to compare patient satisfaction between 
public hospitals and private hospitals in Turkey. This study focused on 
measuring client’s opinions of the hospital they selected for use. The 
components of patient satisfaction included: (1) the accessibility and quality of 
health care services; (2) identifying patient expectations; (3) identifying the 
communication and interaction between providers and patients being served. 
These components made up the instrument frequently used in American health 
facilities (Tengilimoglu et al., 1999). The finding was that private hospitals 
achieved greater satisfaction on most of the quality of health care services. 
Another study was also conducted in a public hospital in Turkey using the 
same instrument (Tengilimoglu et al., 2001). For the factor of accessibility and 
availability, approximately 27% of patients reported that they had to wait for 
more than 10 minutes due to administrative problems. For clinical services, 
54% of patients reported waiting for longer than they expected. For other 
services, such as laboratory tests and X-rays, 32% of patients reported waiting 
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for more than 30 minutes. For the component of quality of patient care and 
satisfaction, 94% of patients were satisfied with services provided by medical 
personnel and 89% of respondents said they would come back to this hospital 
if they needed health care services.  
Other studies used the SERVQUAL instrument to measure patient 
perceived quality and satisfaction. A study conducted in the Altamira health 
catchment area in Spain used a self-administrative questionnaire. It found that 
81.8% of patients were satisfied with the services provided (de la Fuente-
Rodríguez et al., 2009). Another study also used SERVQUAL to determine 
the perceived quality of nursing services, patient’s satisfaction, intent to return 
and intent to recommend to others. The findings were that the factor of 
responsiveness had strongly significant association with overall satisfaction 
with health care services (Chou et al., 2005). The factor of reliability had 
significant association with overall satisfaction with nursing care and intent to 
return. The factor of empathy was highly associated with intent to recommend. 
In Vietnam, several studies of patient satisfaction have also been carried 
out in public and private health facilities. A study was conducted to measure 
patients’ satisfaction at the National Hospital of Dermatology and 
Venereology using an instrument developed by Ward et al., (2005). It found 
that patients were not really satisfied with the overall functional quality of 
services, with a mean score under 4 (Thuan and Giang, 2011). Patients 
expressed the least satisfaction with the factor of waiting time (mean score 
ranged from 3.09 to 3.73) and greatest satisfaction with the factor of tangibles 
(mean score ranged from 3.25 to 4.04). Another study also used an instrument 
developed by Ward et al., (2005) to measure patients’ satisfaction at public 
hospitals in one mountainous area (Thanh, 2013). The finding of the overall 
satisfaction with functional quality of services was similar to the above study 
(mean score under 4). Patients showed the least satisfaction with the factor of 
tangibles (mean score 2.67) and highest satisfaction with the factor of 
communication and interaction with doctors (mean score 3.66). A study was 
conducted at two public hospitals in Khanh Hoa province, using a modified 
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SERVPERF scale (Le and Fitzgerald, 2014). The findings showed that 
assurance and empathy were the greatest dimensions influencing the quality of 
hospital services.  
2.6 HOUSEHOLD DIRECT OUT-OF-POCKET HEALTH 
EXPENDITURE 
The impact of the health insurance law on near-poor households is also 
measured by direct out-of-pocket spending for health. Household spending for 
health is defined as the total households’ expenditure on health related needs 
such as preventive, promotional and curative care. Household health 
expenditures can include pre-payment before illness, such as the cost of health 
insurance and direct out-of-pocket health spending such as payment for 
hospital fees. Direct out-of-pocket payments include expenditures households 
have to directly pay for purchasing pharmaceuticals, including self-
administered medication. When households’ direct out-of-pocket health 
expenditures exceed the households ability to pay based on a standard 
threshold (for example, health spending accounts for 40% or more of total 
non-food household spending), this is referred to as a catastrophic health 
expenditure. A household’s ability to pay is measured as the amount of 
income remaining in the household after paying for food costs (Van Minh et 
al., 2013).  
In Vietnam, household out-of-pocket payments for health (outpatient and 
inpatient care) as a proportion of society’s health expenditure is still high, 
accounting for 60% to 70% of total expenditure (Lieberman and Wagstaff, 
2008). These out-of-pocket expenditures for user fees can restrict access and 
utilization of health care services, especially for the poor. The Vietnam 
National Health Survey conducted between 2001 and 2002 found that if a poor 
individual was hospitalized without government support, he/she would have to 
spend the equivalent of 17 months of household non-food expenditures on 
health care for the average episode of care. If the poor patient was covered by 
health insurance, his/her out-of-pocket expenditures would dramatically 
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decrease. The accumulated costs of multiple outpatient services can be as 
much as those for inpatient care. Without health insurance, the out-of-pocket 
costs for an individual can rapidly increase to up to 75% of the monthly non-
food per capita expenditure of a household. Arguably, greater equity of access 
to health care will require increased government health expenditure and 
increased health insurance coverage with reduced direct out-of-pocket 
expenditures for households (Ministry of Health, 2008).  
The impact of health insurance on out-of-pocket health expenditure has 
been shown in several studies. Health insurance can reduce average out-of-
pocket expenditures by about 200%, especially for the poor (Jowett et al., 
2003). Another study showed that the Health Care Fund for the Poor 
significantly reduced the health care expenditure as a percentage of total 
expenditure for the poor (Thanh et al., 2010). The same conclusion was made 
about the substantial reduction of the poor’s out-of-pocket spending for health 
(Wagstaff, 2010). However, not all studies have found this effect. For 
example, in one USA study the insured still had to make high out-of-pocket 
payments (Rubin and Koelln, 1993). The 2002 National Survey of America's 
Families showed that health insurance does not always protect the insured 
from out-of-pocket health spending. The reason for the insured continuing to 
have a high risk of experiencing high financial burden could be that their 
families use more medical care although the insurance coverage does not fully 
cover costs, for example, due to policies with high front-end deductibles and 
co-payments (Shen and McFeeters, 2006).  
In China, Wagstaff and Lindelow (2008) found that expanding health 
insurance coverage did not improve financial protection, but rather increased 
the risk of high and catastrophic spending. They reasoned that providers had 
been paid on a fee for service basis in China, which likely encouraged supplier 
induced demand whereby providers based treatment recommendations on 
financial, rather than medical criteria. While the Chinese government has 
expressed its concern about the delivery of unnecessary and poor quality 
health care services, patients have no recourse to formal complaint procedures 
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when they feel they are being over treated. Thus, if patients were uninsured 
they would have been getting more care, but would be paying more out-of-
pocket. However, insurance in this setting actually increases the probability of 
large out-of-pocket payments and exposure to financial risk (Wagstaff and 
Lindelow, 2008). This issue has not been explored in the Vietnam health 
funding system. 
 
2.7 MODELLING FACTORS IMPACTING ON HEALTH 
INSURANCE UPTAKE AND UTILISATION 
The relationship of the factors related to the adoption of health insurance 
and the utilization of health services is complex, however, based on the review 
of literature they may be summarized as in the model below (Figure 2.3). This 
proposes that there are 5 groups of influential factors: 
(i) The individual characteristics of the near-poor; 
(ii) Characteristics of the household; 
(iii) The knowledge and attitudes of the near-poor about health 
insurance; 
(iv) Factors related to insurance premiums, insurance status, and 
membership and health facilities; and, 
(v) The near-poor’s perception of the functional quality of care 
they will receive when they use their health insurance 
compared to paying in person. 
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Figure 2.3 The impacts of health insurance for the near-poor and 
associated factors 
 
Many of the variables that have been shown to impact on the uptake and 
use of health insurance are highly correlated (for example, educational 
attainment and income); therefore, it is important to consider what methods 
other investigators have used to deal with this analytic problem. It is evident 
that many different statistical design and modelling approaches have been 
applied to assess factors impacting on health insurance utilization and the 
impact of insurance on health care access and cost.  
Wagstaff and Lindelow (2008) applied a fixed-effect model to panel data 
to evaluate if health insurance schemes could increase Chinese households’ 
financial risk (Wagstaff and Lindelow, 2008). This model was also applied to 
examine if the Vietnamese public health insurance reduced financial burden 
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(Sepehri et al., 2006). A random intercept logistic regression was used with 
panel data to evaluate how the individuals and households’ factors influenced 
the insured’s decision on assessing health insurance benefits (Sepehri et al., 
2009). Ordinary Least Square (OLS) was also used with cross-sectional data to 
assess the impact of public voluntary health insurance on private health 
expenditures in Vietnam (Jowett et al., 2003).  
Difference-in-difference (DID) and instrumental variable (IV) methods 
were used to assess the impact of Children’s Health Insurance Program on 
children’s insurance coverage in American families using the panel data set 
(Dubay and Kenney, 2009). The triple-difference (TD) method was used in the 
study of health insurance impact on the poor households’ out-of-pocket 
spending on health care utilization in Vietnam (Wagstaff, 2010). DID, TD and 
IV, experimental and quasi-experimental methods, can result in a less biased 
estimation of the effect of health insurance programs than other methods, as 
they may guarantee the internal validity. However, they are not feasible in 
certain contexts due to the absence of base-line data and adequate resources. 
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Chapter 3: Methodology 
3.1 RESEARCH RATIONALE 
The Vietnam Law of Health Insurance came into effect in 2009 with the 
purpose of achieving universal health insurance coverage. One of the target 
groups for the law was the near-poor; however, the current coverage rate 
accounts for approximately 25% of the near-poor population in 2012, a 
considerably low rate. The objective of universal coverage for this target 
population seems unlikely to be achieved. Very few studies have examined the 
reasons why the health insurance coverage of the near-poor population is so 
low.  
This research project was conducted in order to answer the following 
questions:  
(i) What is the coverage of health insurance for a representative 
sample of the near-poor in Cao Lanh district, Dong Thap 
province, Vietnam? 
(ii) What individual, household and social factors are associated 
with the adoption of insurance coverage?  
(iii) To what extent are the near-poor satisfied with the 
functional quality of healthcare? 
(iv) What individual, household and social factors are associated 
with the use or non-use of health insurance benefits by the 
near-poor?  
(v) How much do the near-poor pay in out-of-pocket payments 
for health care services? 
(vi) What is the difference in out-of-pocket payments between 
the near-poor with and without health insurance coverage?  
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The answers to these questions are intended to provide the evidence for  
decision makers to modify health insurance policies so that the objectives of 
universal health coverage for the near-poor can be achieved.   
3.2 RESEARCH OBJECTIVES 
(i) Estimate the health insurance coverage of a representative sample 
of the near-poor in Cao Lanh district, Dong Thap province, 
Vietnam. 
(ii) Examine the individual, household and social factors associated 
with the adoption or non-adoption of health insurance coverage. 
(iii) Examine the insured near-poor’s satisfaction with the functional 
quality of healthcare. 
(iv) Assess the self-reported use of a health insurance card for accessing 
the outpatient healthcare services of the near-poor and the 
individual, household and social factors associated with this usage. 
(v) Assess the out-of-pocket spending on healthcare service utilization 
of the near-poor and the individual, household and social factors 
associated with this private spending. 
 
3.3 STUDY DESIGN 
The core of this study is a population-based survey of the near-poor to 
examine the factors summarized in Figure 2.3. The sampling design, 
questionnaire design and other methods for each objective are described 
below.  
3.3.1 Data collection methods 
Objective 1: Estimate the health insurance coverage of the near-poor in a 
representative sample of the near-poor in Cao Lanh district, Dong Thap 
province, Vietnam. 
Health insurance coverage was estimated based on the list of the insured 
and uninsured near-poor provided by the district Division of Social Insurance. 
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Objective 2: Examine the individual, household and social factors 
associated with the adoption or non-adoption of health insurance coverage. 
Data on health insurance involvement were collected from interviews 
using a stratified random sample of the near-poor population in the study site 
in order to identify the coverage rate. The interviews ascertained information 
on the type and extent of insurance, socio-demographic data about the 
respondent and the household and individual’s understanding of health 
insurance and its perceived benefits and costs. The list of explanatory 
variables is presented in section 3.3.4. Logistic regression was used to estimate 
the relative impact of possible explanatory factors on insurance coverage.  
Objective 3: Examine the insured near-poor’s satisfaction with functional 
quality of care. 
In this study, an abbreviated version of the Ward et al., (2005) health 
care quality instrument was used. Only questions for four components were 
included: waiting time, interaction and communication with staff, interaction 
and communication with a doctor, and the facility. The factor of scheduling 
was not used because it is rarely relevant to the Vietnamese context. The 
factor of referrals was also not used because this factor has widely been 
known to be not associated with accessing health insurance benefits. 
Responses were measured using a Likert-scale with 5 levels (1: very 
dissatisfied to 5: very satisfied). For the purpose of analysis, the categories 
“very satisfied” and “satisfied” were combined into one category and the 
remainder into another category. 
 Objective 4: Assess the self-reported use of a health insurance card for 
accessing the outpatient healthcare services of the near-poor and the 
individual, household and social factors associated with this usage. 
The same sample of participants used for objectives 1 and 2 were also 
interviewed about the use of outpatient healthcare services in the 6 months and 
inpatient hospitalization in 12 months preceding the survey. The 6 month 
period for outpatient services was chosen to reduce recall bias (Sepehri et al., 
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2009). The 12 month period for reporting inpatient care was chosen because 
admission to hospital for a sample not selected for illness is relatively 
uncommon.  
Those who identified use of health care were asked about the extent to 
which they used and received any health insurance benefits, and costs 
generated by the use of the health care. The individual, family and social 
factors were explored to identify the association with healthcare services 
utilization. The list of explanatory variables is presented in section 3.3.4. The 
effect of factors associated with the insured’s decision to access health 
benefits were estimated using multiple logistic regression. 
Objective 5: Assess the out-of-pocket spending on healthcare service 
utilization of the near-poor and the individual, household and social factors 
associated with this private spending. 
Out-of-pocket spending was calculated as an aggregate of expenditures 
on hospital fees (consultations, diagnostic tests etc.), medicines, transport and 
any extra or unofficial fees. A range of individual, family and social 
explanatory factors was also collected for analysis to assess the impact of a 
health insurance program on out-of-pocket expenditures between the near-
poor insured and uninsured. The list of explanatory variables is presented in 
section 3.3.4.   
The effect of health insurance on the near-poor’s out-of-pocket 
expenditures on health was assessed using self-reported data. The dependent 
variable was measured as the natural logarithm of total health expenditures as 
used in other studies (Jowett et al., 2003; Newhouse, 1977). Based on 
published studies, Ordinary Least Square analysis was used to examine the 
effect of health insurance status, the severity of illness, marital status, age, 
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3.3.2 Study site and participants 
3.3.2.1. Study site 
This study was conducted in Cao Lanh district, Dong Thap province, 
Vietnam. Dong Thap province was chosen because there has been a 
collaboration in terms of training and research between Dong Thap 
Department of Health and Hanoi School of Public Health, which made the 
favourable conditions for the study. Cao Lanh district was purposely selected 
as the health insurance scheme for the near-poor has been much better 
implemented than other districts. Dong Thap belongs to the Mekong River 
Delta area and consists of 12 districts. Cao Lanh is a district located in the 
southern part of the province. The area of the Cao Lanh district is 462 km2. 
According to the 2004 census, the district’s population is 194,000 people. The 
district includes one town, My Tho, and 17 communes: Gao Giong, Phuong 
Thinh, Phong My, Ba Sao, Tan Nghia, Phuong Tra, Nhi My, An Binh, My 
Tho, Tan Hoi Trung, My Hoi, My Xuong, Binh Hang Trung, Binh Hang Tay, 
My Long, My Hiep, Binh Thanh.  
3.3.2.2. Study participants 
The intended sampling size for this study was 2000 near-poor individuals 
who could have potentially used health services in the past 6 months. The 
sample size was based on a combination of an estimation of the power of the 
study to detect important differences and the practical limitations of the cost of 
recruitment.  
Power estimates 
Prior research indicates that one of the most important factors in 
decisions about health insurance is knowledge of health insurance and its 
benefits. For the purposes of estimating sample size this study assumed that 
those with knowledge of health insurance were at least 2 times as likely to be 
involved in a health insurance program as those without knowledge of health 
insurance. This assumption was based on a study that found that the rate of the 
 
 
Chapter 3: Methodology 43 
 
people with knowledge of health insurance but without an insurance card was 
30% (Adebimpe and Olugbenga-Bello, 2010).  
The sample size required to detect a statistically significant (95% level) 
difference of at least twofold between the insured and uninsured was estimated 
using the following formula: 




























In this case, P1: the ‘anticipated probability” of “having knowledge” 
given “coverage status” is not given; P2: “anticipated probability” of “having 
knowledge” given “no coverage status” is 30%, or 0.3;  
‘Anticipated odds ratio’ is 2 
Z: ‘Confidence level’ is 95% 
ε: ‘Relative precision’ is 20% 
This indicated that the minimum sample size for each group of the 
insured and uninsured should be 678.  
In order to be able to identify the significant association between the 
outcome variables such as insurance coverage, healthcare service utilization, 
private out-of-pocket spending and the explanatory variables, the sample size 
of the insured was increased to twice as many as that of the uninsured. The 
increase in sample size also allowed for multivariate modelling. As a result, 
the intended sample was 1300 insured and 700 uninsured households.  
Participant Selection 
To select participants, the multi-level sampling approach was applied: 
 Level 1 – Communes: A list of 18 communes with near-poor 
households was provided by the district Division of Social 
Insurance. This study could not be conducted in all 18 
communes due to the limited resources; therefore, 10 of the 
18 communes in the Cao Lanh district were randomly 
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selected. In Cao Lanh district and other areas, the near-poor 
households have been identified as the average income of 
households’ members being within the income levels 
stipulated by Prime Minister (Prime Minister of Vietnam, 
2011). A commune consists of on the average 3 to 5 hamlets 
and in each hamlet, about 10 to 12 “Community Self-
Management People’s Units” were built up by the district 
Vietnamese Fatherland Front. Each Unit was responsible for 
managing 30 households and also identifying a list of the 
near-poor households. This list was then submitted to the 
Commune People’s Committee (CPC). In each commune, a 
review board has been established, which consists of several 
representatives from the CPC such as a head of CPC, a head 
of the Division of Labor, Invalids and Social Affairs, a head 
of hamlets in each commune etc. This board will make a 
final decision of who is eligible for being near-poor. 
 Level 2 – In each selected commune, near-poor households 
with and without health insurance were identified according 
to the list of near-poor households also provided by the 
district Division of Social Insurance. The total insured 
households in 10 communes were 1,290; therefore,  all 
households were selected as they were approximately equal 
to the intended sample size for insured households. The 
uninsured households were proportionately identified in 
accordance with the total number of the uninsured near-poor 
households in 10 communes and systematically randomly 
sampled from the list (Sample interval was approximately 
2). The sample of the uninsured households was 710. 
 Level 3 – In each sampled insured household, a household 
member was randomly selected. This member would be 
chosen if he/she agreed to participate in the survey. If he/she 
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did not agree to participate in the survey, the selection of 
another member would be carried out until a member agreed 
to survey participation. The same intra-household sampling 
method was used in the uninsured households (Table 3.1). 
The detailed sampling approach is presented in Figure 3.1. 
3.3.2.3. Study interviewers 
In this study, the selected interviewers were those who had been 
working as commune health workers or insurance agents in the sampled 
communes and towns. These interviewers were skilful, as they had 
been employed to collect data in several previous studies conducted 
within a Cao Lanh district and a Dong Thap province. After being 
employed in this study, they were trained to understand the study 
objectives and how to ask each survey question. The training involved 
reading the questionnaire to gain understanding of it and role-playing. 
After the training, the interviewers also practiced at the study sites to 
improve their data collection skills. The communes where the 
interviewers practiced were not in the sample. This would help to 
minimize community sensitization of the study being implemented in 
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uninsured household 











Final sample of 
people with and 
without health 
insurance  
Randomly choose a 
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Table 3.1 The sample size of the insured and uninsured near-poor  












1 An Binh 113 113 134 67 
2 Tan Nghia 70  89  
3 Phong My 254 254 213 106 
4 Binh Hang 
Tay 
77 77 86 43 
5 Tan Hoi Trung 48  39  
6 Nhi My 97 97 126 63 
7 My Tho 
commu- 
75 75 104 52 
8 My Long 88  102  
9 My Hiep 53  122  
10 My Xuong 66 66 28 14 
11 Binh Hang 
Trung 
143  140  
12 Binh Thanh 140 140 208 104 
13 My Hoi 120 120 172 86 
14 Phuong Tra 135  166  
15 Gao Giong 47  152  
16 My Tho town 223 223 200 100 
17 Phuong Thinh 87  87  
18 Ba Sao 125 125 150 75 
 Total 1961 1290 2318 710 
 
3.3.3 Research instruments 
A structured questionnaire was developed to collect data about health 
insurance coverage, use of an insurance card to access health benefits, 
households’ out-of-pocket payments and other potential explanatory factors. 
The development of the questionnaire was undertaken with reference to the 
VHLSS questionnaire. The interviews were conducted in the respondents’ 
household by the above trained interviewers and took about 45 minutes. 
Interviews were conducted with: 
 The randomly selected individuals where the individual was 
an adult.  
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 The household owner where the selected individual was a 
child (under 18 years old) or others not capable of being 
interviewed. 




No Health care variables 
1 Health insurance status 
2 Number of use of outpatient services during past 6 months 
3 Out-of-pocket payment on outpatient care (thousand VND) 
4 Number of use of inpatient services during the past 12 months 
















Age group √ √ √ 
Gender √ √ √ 
Marital status √ √ √ 
Education level  √ √ √ 
Family type √   
Type of health facility   √ √ 
Type of illness   √ √ 
Membership duration  √  
Work status √ √ √ 
Health status √ √      √ 
Knowledge of health 
insurance 
√   
Attitude towards health 
insurance 
√   
 
 
























Type of family √   
Household size √ √  
Number of children in 
household (from 6 to 
under 18 years old) 
√   
Number of elderly in 
household (above 60 
years old) 
√   
Number of female over 
18 in household 
√   
Housing types √   
Residence location √ √ √ 
Social variables    
Health insurance 
premium 
√   
Satisfied with waiting 
times 










 √  
Satisfied with tangibles  √  
Health insurance status   √ 
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3.3.5 Data management and analysis 
The questionnaires with collected data would be frequently at every 2 
weeks submitted to a study coordinator who was in charge of checking their 
completeness. If any questionnaire that was found to be incomplete would be 
returned to a correspondent interviewer to complete it. Then, a study 
coordinator was responsible for supervising 5% of total complete 
questionnaires for data reliability.   
Data was coded, cleaned and entered into the computer using Epi-data 
software and analyzed by SPSS 18.0. Descriptive statistics were used to 
describe the proportion and frequency of data. In addition, Chi-squared and 
odds-ratio were used to describe the association among the variables in 
bivariate analysis. In further analysis, multiple logistic regression was used to 
identify the predictors of enrolling into the health insurance scheme and using 
health insurance. The most important assumption of applying this analysis was 
that there was no multicollinearity. In practice, this means that the correlation 
among the independent variables was less than 0.7 (Tabachnick and Fidell, 
1996).  
In this study, ordinary least square analysis was also used to estimate the 
impact of near-poor health insurance on private out-of-pocket expenditures on 
health, controlling for observable factors in a linear regression model. Several 
important assumptions must be met for valid analysis. First, the dependent 
variable must be continuous. Second, the dependent variable needs to share a 
roughly linear relationship with at least some independent variables. A 
scatterplot was used to check for linearity. Third, there should be no 
significant outliers because if they exist, they may have a negative effect on 
the regression analysis. Fourth, there should be independence of observations. 
This means that the correlation among the independent variables is not high 
(less than 0.7). Fifth, the dependent variable must be normally distributed. 
Finally, homoscedasticity should be required. This means that the dependent 
variable exhibits similar amounts of variance across the range of values for an 
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independent variable (Tabachnick and Fidell, 1996). In this study, the natural 
logarithm was used to transform the out-of-pocket expenditures to become 
normally distributed as described in section 3.3.1. 
3.3.6 Variables coding 
3.3.6.1. The individual socio-demographic variables were: 
• Gender of the respondent was represented by two dummies 
– male and female.  
• The education level of the respondent was represented by 
four dummies – no education, primary school, secondary 
school and high or upward school.  
• The respondent’s residence was represented by two 
dummies – rural and urban.  
• The age of the respondent was recoded into four groups – 
under 25, 25 to 44, 45 to 64 and 65 or older.  
• Marital status was represented by a dummy variable that 
equaled 1 if the respondent was married and 2 if the 
respondent was unmarried.  
• The employment status of the respondent was recoded into 
three groups – farmers, free laborers and others (housework, 
workers…). The health status of the respondent was 
represented by four dummies – excellent, good, fair and 
poor.  
3.3.6.2. The household variables were: 
• The type of family of the respondent, where the respondent 
was living with a parent in the same household this was 
represented by three dummies – two-parent, single-parent 
and no parent.  
• The number of people in the respondent’s household was 
recoded and represented by three dummies – 1 to 3, 4 to 6 
and 7 or more.  
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• The number of children aged 18 or lower in the respondent’s 
household was also recoded and represented by two 
dummies – 0 to 1 and 2 or more.  
• The number of people aged 60 and more in the respondent’s 
household was grouped into 2 categories, 0 to one or 2 and 
more.  
• The number of females aged over 18 in the respondent’s 
household was grouped into 2 categories, 0 to one or two 
and more.  
• The housing type of the respondent was classified into 3 
levels – permanent, semi-permanent and temporary. 
3.3.6.3. Other variables were: 
• Insurance status, the dependent variable, took the value 0 if 
the near-poor individual was uninsured and the value 1 if 
this individual was insured.  
• Knowledge of health insurance of the respondent. This was 
assessed by the variables: the definition of health insurance, 
the governmental subsidy of premiums and the healthcare 
benefits covered by insurance. There were a total of 25 
answers measuring the knowledge of health insurance and a 
score of 1 was given for each if the respondent answered 
correctly and a 0 if otherwise. The general knowledge 
variable of health insurance was created by adding up these 
variables, with the end score ranging from 0 to 25. From 
examination of the histogram of data distribution, a cut-off 
point of 5 was determined to identify individuals with and 
without knowledge of health insurance. The knowledge of 
health insurance was represented by two dummies – 0 to 5: 
without knowledge (reference category) and 6 to 25: with 
knowledge. The level premium of health insurance was 
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represented by three dummies – high (reference category), 
medium and low.  
• Status of using health insurance card (HIC). The dependent 
variable took the value 0 if the near-poor individual did not 
use their HI card and the value 1 if the individual did.  
• Health insurance membership duration. This variable was 
recoded into three groups – one year, two years and three to 
five years. 
• The type of illness. The responses to this question were 
categorized into three groups – chronic diseases, acute 
diseases, and, other (which included health check-ups, or 
preventive care). 
 Chapter 4: Comparative demography and other characteristics of the study population 54 
Chapter 4: Comparative demography and 
other characteristics of the study 
population 
4.1 ESTIMATING THE HEALTH INSURANCE COVERAGE FOR A 
REPRESENTATIVE SAMPLE OF THE NEAR-POOR IN CAO 
LANH DISTRICT, DONG THAP PROVINCE, VIETNAM 
This chapter addresses the research question: “What is the coverage of 
health insurance for a representative sample of the near-poor in Cao Lanh 
district, Dong Thap province, Vietnam?” In Vietnam, the Division of Labor, 
Invalids and Social Affairs is responsible at the district level for approving the 
list of individuals classified as near-poor, who are therefore eligible for a 
number of social security benefits including subsidized health insurance. The 
district’s Division of Social Insurance is then responsible for marketing the 
health insurance card to those on the approved list.  
The number of near-poor households, the size of the near-poor 
population, the near-poor individuals enrolling in health insurance schemes 
and the health insurance coverage from 2011 to 2013 are presented in Table 
4.1. The health insurance coverage was 18.9% in 2011 and 18.0% in 2012 and 
increased slightly in 2013 to 20.3%. 
Table 4.1 The insurance coverage of the near-poor in Cao Lanh district, 
Dong Thap province, Vietnam from 2011-2013 
Time 
Variable 
2011 2012 2013 
The number of near-poor households 4,466 4,279 4,214 
The size of the near-poor population  18,818 18,044 17,700 
The insured individuals 3,560 3,289 3,598 
The insurance coverage 18.9% 18.0% 20.3% 
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4.2 DESCRIPTION OF INDIVIDUAL AND HOUSEHOLD 
CHARACTERISTICS OF THE NEAR-POOR IN CAO LANH 
DISTRICT, DONG THAP PROVINCE 
Table 4.2 provides summary statistics for the dependent variable and all 
observed independent individual, household and social factors. Of the 2200 
respondents who were approached, 200 declined to participate in the survey; 
thus, the response rate was 91%. The reasons for the 9% of the near-poor who 
did not participate included (1) the sampled target individuals were not at 
home when interviewers returned three times for data collection; (2) the 
sampled target individuals did not agree to answer the questionnaire. 
Of the 2000 near-poor individuals surveyed, 1290 (64.5%) were insured 
and 710 (35.5%) uninsured.  
In the sample, 43.6% were male, only 6.2% had post-secondary school 
education, 12% had no education, 54.9% had primary school education, and 
26.9% had secondary schooling. The sample was largely rural (86.0%), with 
most surveyed aged between 25 and 65 years (25 to 44 years accounting for 
45.6% and 45 to 64 years accounting for the other 40.5%). The majority of the 
participants were married or divorced (94.2%). The type of employment of 
participants was found to be farmers (31.1%), free laborers (46.7%) and others 
(22.2%). A majority of the sample reported their health as either fair (57%) or 
poor (20.7%), with only 22.3% reporting their health as excellent or good.  
A majority of the respondents were living separately from their parents 
(61.1%), 29.0% lived with both and 9.9% lived with one. Similarly, more than 
half (66.5%) had 4 to 6 people living in the same house, whereas households 
with 1 to 3 or 7 and more accounted for 26.0% and 7.5%, respectively. 
Households with 0-1 children aged 18 or lower were more common than those 
with 2 or more (76.0% and 23.8%, respectively). A high proportion of 
respondents had no people aged 60 or more living in the same household, 
accounting for 77.2% of those surveyed, as opposed to the 22.8% who did. 
However, there was not much difference in the number of females aged over 
18 living in the respondent’s household, with 56.2% of respondents living 
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with 0-1 and 43.8% living with two or more females. Finally, the respondents 
were mostly living in semi-permanent and temporary houses, 49.6% and 
40.9%, respectively, as opposed to the small proportion of the respondents 
living in permanent houses (9.5%).  
The knowledge of health insurance of the respondent was measured 
using 25 questions covering issues such as the definition of health insurance, 
the level of government subsidy of premiums and the healthcare benefits 
covered by insurance. As described in the Methods chapter, each respondent 
received a summed score of their correct answers and based on the distribution 
of results, a score of 5 or less was taken as poor knowledge of health 
insurance. Nearly two thirds of the sample (64.8%) had poor knowledge of 
health insurance. The details of the near-poor‘s knowledge of health insurance 
is presented in Appendix 11. 
Respondents also rated their views on the level of the cost of the health 
insurance premium and a rating of either medium or high was given by 54.5% 
and 23.7%, respectively. However, 93.3% of respondents reported an interest 
in health insurance. 
Table 4.2 Individual, household and social characteristics of the near-
poor in Cao Lanh district, Dong Thap province, Vietnam 
Characteristics Size (n) Proportion (%) 
Gender 









No education (reference category) 
Primary School 
Secondary School 





















Younger than 25 (reference category) 
25 to 44 
45 to 64 
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Characteristics Size (n) Proportion (%) 
Marital status 









Farmer (reference category) 










Type of family 











Number of households’ people 
1 to 3 (reference category) 
4 to 6 









Number of households’ children <= 18 
0-1 (reference category) 







Number of households’ elderly 
No people aged 65 (reference category) 







Number of households’ females over 18 
One (reference category) 


































Knowledge of health insurance 




















Interested in health insurance 
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Characteristics Size (n) Proportion (%) 









4.3 THE ASSOCIATION BETWEEN AGE AND HEALTH STATUS 
OF THE NEAR-POOR IN CAO LANH DISTRICT, DONG THAP 
PROVINCE, VIETNAM 
As shown in Table 4.3, those aged 65 and older were more likely to be at 
poor health status than those in younger age groups. The proportion of those 
aged 65 and older with poor health was about twice,  6 times and 10 times 
more than those with poor health at age groups 45 to 64, 25 to 44 and younger 
than 25, respectively. These differences were statistically significant (Chi-
squared=305.5, p<0.01). 
Table 4.3 The association between age and health status of the near-poor 
in Cao Lanh district, Dong Thap province, Vietnam 
 
Age group 
Health status Total 
Excellent Good Fair Poor  


















































χ2 : 305.5; p<0.01 
4.4 THE ASSOCIATION BETWEEN RESIDENCE AND 
KNOWLEDGE OF HEALTH INSURANCE OF THE NEAR-
POOR IN CAO LANH DISTRICT, DONG THAP PROVINCE, 
VIETNAM 
Table 4.4 shows that those who lived in urban areas had a better 
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Table 4.4 The knowledge of health insurance by residence 
Residence Knowledge of health insurance Total 
Poor Good 
Rural 1212 (72.2%) 467 (27.8%) 1679 (100.0%) 
Urban 57 (20.4%) 222 (79.6%) 279 (100.0%) 
Total 1269 (64.8%) 689 (35.2%) 1958 (100.0%) 
OR=10, p<0.01 
4.5 SUMMARY OF FINDINGS 
In Cao Lanh district, Dong Thap province, the health insurance coverage 
was low in 2011, 2012 and 2013, at 18.9%, 18.0% and 20.3% respectively. 
The sampled near-poor showed that the insured accounted for approximately 
twice that of the uninsured. The individual and household characteristics 
showed that males accounted for slightly more than females. Almost all of the 
near-poor had a low education level. Most near-poor resided in a rural area, 
were individuals in productive ages, were married, and worked as farmers or 
free laborers. In addition, most of the sampled near-poor were reported to be at 
fair health status, lived separately from their parents, and had very few elderly 
in the same houses. The near-poor’s households often had 4 or more people, 
and commonly had very few children under the 18 of age. Very few near-poor 
lived in permanent houses. 
The near-poor had a low knowledge of health insurance and still 
considered insurance premiums to be medium or high. Most of them also 
reported being interested in a health insurance scheme. 
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Chapter 5: Individual and household factors 
associated with the adoption of 
health insurance coverage 
5.1 INTRODUCTION 
This chapter addresses the research question: “What individual, 
household and social factors are associated with adoption of insurance 
coverage?” The research hypothesis was: “Good knowledge and attitude about 
health insurance would be strongly associated with the likelihood of health 
insurance enrolment.”   
There may have been several potential factors preventing eligible near-
poor individuals from enrolling in the health insurance schemes. This study 
was interested in the factors that influenced the decision to participate in these 
insurance schemes. 
 
5.2 DIFFERENCES BETWEEN THE UNINSURED AND THE 
INSURED 
The results displayed in Table 5.1 show the profiles of the two groups: 
insured and uninsured. The odds-ratio and Chi-square tests in descriptive 
statistics showed statistically significant differences between the two groups 
for the independent variables such as residence, age group, work status, health 
status, knowledge of health insurance, attitude towards insurance premiums, 
interest in health insurance, type of family, number of elderly in the 
household, number of females over 18 years of age in the household and 
housing types.  
Compared to the uninsured, the insured tended to live in urban areas 
(OR=1.8, p<0.01), to be older (Chi-squared=36.8; p<0.01), to work as farmers 
or in other jobs (Chi-squared=13.8, p<0.05), to rate their health as poor (Chi-
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squared=59.4, p<0.01), to have good knowledge of health insurance (OR=4.0, 
p<0.01), to evaluate health insurance premiums as low or medium (Chi-
squared=96.0, p<0.01) and to be interested in health insurance (OR=46.9, 
p<0.01).  In addition, the insured appeared more likely to live in single-parent 
households (Chi-squared=6.2, p<0.05), to have one or more elderly in the 
home (OR=2.5, p<0.01), to have two or more females over 18 years of age in 
the household (OR=1.3, p<0.05) and to live in permanent houses (Chi-
squared=46.2, p<0.01).  
The uninsured, on the other hand, were more likely to live in rural areas, 
to be younger, to work as free laborers, to rate their health better, to have little 
knowledge of health insurance, to evaluate health insurance premiums as high 
and not be interested in health insurance. The uninsured also appeared to more 
likely to live in both-parent or no-parent households, to have no elderly people 
in the home, to have no females over 18 years of age in the household and to 
live in a temporary household.  
The differences between the insured and uninsured for other independent 
variables such as gender, education, marital status, number of people in the 
household, number of children in the household were not statistically 
significant.  
 











Younger than 25 
25 to 44 
45 to 64 








































































































Households’ size (n=1997) 
1 to 3 
4 to 6 











Number of households’ 
children <=18 (n=1997) 
0-1 












Number of households’ elderly 
(n=1997) 
No people aged 60  









Number of households’ 
females over 18 (n=1896) 
One 































































































a: Numbers in parentheses are sizes of observation; *: p<0.05; **: p<0.001 
5.3 INDEPENDENCE OF FACTORS INFLUENCING THE 
DECISION TO ENROL IN SUBSIDISED HEALTH INSURANCE 
Not all eligible persons decided to enrol or take up the subsidized health 
insurance available to those classified as near-poor. Some of the factors in the 
previous section shown to differ between those who did or didn’t have 
insurance were themselves related. Binary logistic regression was performed 
to examine the independent effect of the variables. Appendix 1 shows the 
correlation among the independent variables. The purpose of this correlation 
matrix was to check multicollinearity which affected the validity of the 
statistical interpretation. Multicollinearity exists when there are at least two 
independent variables with a bivariate correlation of 0.7 or more in the same 
analysis (Tabachnick and Fidell, 1996). In Appendix 1, the correlation 
coefficients are under 0.4, which is less than 0.7; therefore, all variables were 
included in the multivariate analysis.  
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Table 5.2 shows the results of binary logistic regression and examines 
the independent effects of the different factors.  
The results indicated that the probability of having insurance coverage 
was independently associated with health status, knowledge of health 
insurance, perceived cost of insurance premiums, interest in health insurance, 
the number of elderly in the household and the housing type of the respondent.  
Self-reported health status remained an important independent factor 
with respondents reporting a poor health status being 4.8 times (CI= 2.4-9.8) 
more likely to be involved in health insurance schemes than those who 
reported an excellent health status. Respondents with a higher knowledge of 
health insurance were 4.6 times (CI=3.4-6.2) more likely to have health 
insurance than those without knowledge of health insurance. Respondents who 
viewed health insurance premiums to be low or medium were more likely to 
participate in health insurance programs (2.1 times (CI=1.5-2.8) and 2.4 times 
(CI=1.7-3.6), respectively) than those who considered premiums to be high. 
Respondents who showed interest in health insurance were 30.1 times (11.6-
78.0) more likely to participate in health insurance program than those who 
were not interested. Respondents who reported one or more elderly in their 
household were 2.2 times (CI=1.5-3.3) more likely to be covered by a health 
insurance program than those who reported having no elderly in their 
household. Respondents living in the temporary and semi-permanent houses 
were only 40% (CI=0.4-0.9) and 60% (CI=0.3-0.7) as likely to participate in 
health insurance schemes, respectively, compared to those who lived in 
permanent houses.   
Other independent variables such as gender, education, residence, age-
group, marital status, occupation, type of family, number of people living in 
the household, number of children in the household aged 18 or lower, and 
number of females aged over 18 in the household were not independently 
significantly associated with health insurance coverage. 
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Table 5.2 Adjusted odds ratio and 95% confidence intervals for measures 




Yes (n=1290) vs. 
No coverage (n=710) 
Age 
Younger than 25 (reference category) 
25 to 44 
45 to 64 













No education (reference category) 
Primary School 
Secondary School 


























Type of family 







Number of households’ children <=18 
0-1 (reference category) 




Number of households’ elderly 
No people aged 60 (reference category) 




Number of households’ females over 18 
One (reference category) 


















Yes (n=1290) vs. 
No coverage (n=710) 
Health status 









Knowledge of health insurance 













Interested in health insurance 





b: Numbers in parentheses are 95% confidence interval (CI) 
*: p < 0.05. **:p = 0.01. *** p < 0.001 
5.4 SUMMARY OF FINDINGS 
Multiple factors were associated with health insurance coverage. The 
most important factors that appeared to have an independent effect were poor 
health status, knowledge of health insurance, and interest in health insurance. 
It is to be expected that those with potentially the most need for health care, 
such as those who reported poor health, would have the highest coverage, all 
else being equal. The importance of this is probably also reflected in the 
finding that living in a household with one or more members who were elderly 
also influenced the likelihood of insurance coverage. This was examined 
further in section 4.3, that the elderly were more likely to be at poor health 
status than those in younger age groups. 
While one would expect knowledge and interest to be important, it is 
interesting that in multivariate analysis both remained important. Overall 
knowledge of health insurance was very low, with a chosen cut-off of 5 points 
out of a possible score of 25. The relationship between knowledge and interest 
and coverage is not easy to deduce from a cross-sectional survey. It is likely 
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that having insurance means you know more about what health insurance will 
cover, the premiums and therefore the level of subsidy. 
The perceived cost of insurance premiums is likely to be related to 
household income. Living in permanent housing was also a significant 
predictor of participation in health insurance. It was also associated with 
higher income and employment and it is possible that living in permanent 
housing is an alternate measure of household income. In this study, the income 
range of all respondents was limited, as all met the income criteria to be 
classified as near-poor. However, it is also possible that within the near-poor 
income criteria, there are differences in available funding, for example, 
because of other commitments such as debts. Moreover, some people may be 
in regular low paid employment while others are only employed 
intermittently. This study did not collect data on these factors. 
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Chapter 6: The insured near-poor’s 
satisfaction with functional 
quality of health services 
6.1 INTRODUCTION 
This chapter addresses the research question: “To what extent are the 
insured near-poor satisfied with the functional quality of healthcare?” It is 
widely understood that there are no previous studies regarding the satisfaction 
with care among the near-poor with health insurance. 
As discussed in the literature review, quality of care can be measured in 
many ways. It can be broadly categorized as technical and functional. 
Technical quality of care is the extent to which the care meets certain 
standards, guidelines or professional expectations. Functional quality of care 
refers to the experience of care as perceived by the patient. Most people do not 
have the requested knowledge to judge the technical quality of care; however, 
the health service user can report their experience of the care received. Four 
aspects of functional care were considered in this study: waiting time, 
interaction and communication with staff and the doctor, and the facility.  
6.2 MEASURING SATISFACTION WITH HEALTH CARE 
SERVICES AND PROVIDERS 
In this study, respondents reported their use of health care services in the 
past 6 months for outpatient care. Note that respondents may have used health 
services on multiple occasions in past 6 months. However, they were asked 
how satisfied they were with the most recent health service. Thus, satisfaction 
with healthcare services quality was used as one of the independent variables 
to predict health insurance usage for the latest outpatient health care service. 
There were 811 respondents who had used an outpatient care service at least 
once and this analysis was based on the most recent occasion of service. 
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Satisfaction with the functional quality of healthcare services was 
measured using a 14 item scale consisting of four components covering the 
waiting time (two items), the facility (two items), interaction and 
communication with staff (two items) and interaction and communication with 
doctors (8 items). Each item was scored on a Likert scale of 5 levels from 1 
(very unsatisfied) to 5 (very satisfied). 
Table 6.1 shows the mean scores for each item. Generally speaking, the 
insured near-poor were not fully satisfied with the services provided by health 
facilities at all levels, as the mean score of the results is below 4. 
Table 6.1 Satisfaction with aspects of healthcare quality  
Items N Min Max Mean SD 
The length of time you spent 
waiting in the reception area 
792 1 5 3.32 0.78 
The length of time you spent 
waiting in the exam area 
794 1 5 3.34 0.81 
The friendliness shown to you by 
the receptionist 
800 1 5 3.52 0.74 
The courtesy shown to you by the 
receptionist 
800 1 5 3.54 0.74 
The accessibility to health facilities 802 2 5 3.71 0.64 
The cleanliness of health facilities 800 2 5 3.77 0.64 
The doctor’s personal interest in 
you and your medical problems 
793 2 5 3.59 0.70 
The thoroughness of your 
examination 
793 2 5 3.55 0.71 
The doctor’s explanation of 
treatment options 
793 1 5 3.55 0.66 
The doctor’s explanation of test and 
procedure 
784 1 5 3.29 0.63 
The doctor’s explanation of 793 1 5 3.48 0.71 
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prescribed medicine 
The accuracy of the diagnosis you 
received 
793 1 5 3.50 0.70 
Your physician’s explanation for 
referrals to other physicians and/or 
practitioners 
780 1 5 3.24 0.63 
The amount of time spent with this 
doctor during your visit 
791 1 5 3.47 0.72 
 
6.3 INTERNAL CONSISTENCY OF SCALE ITEMS AND 
COMPONENTS 
The internal consistency of the satisfaction scale was examined using 
Cronbach’s Alpha. This tests the strength of association between the items. 
The results (Table 6.2) show that the items for each component had a high 
internal consistent reliability (Cronbach’s Alpha>0.8). Consequently, rankings 
were combined to give a simplified overall score for the components for ease 
of analysis.  
The factor of waiting time was created by adding up the score of two 
items with the resulting range from 2 to 10 as each item was measured on a 
scale of 5 levels from 1 (very unsatisfied) to 5 (very satisfied). This variable 
was recoded into two groups deemed unsatisfied and satisfied. The same 
approach was taken for each of the components, “interaction and 
communication with staff”, “facility” and “interaction and communication 
with doctors”. However, the cut-off point for dichotomizing the components 
varied based on the number of items and observed distribution.  
For components with two items, the cut-off point was a score of 8 so that 
individuals classified as ‘unsatisfied’ had a score ranging from 2 to below 8 
and those classified as ‘satisfied’ had a score of 8 to 10. The cut-off point of 
the component “interaction and communication with providers” was 32 so that 
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individuals classified as ‘unsatisfied’ had a score ranging from 8 to below 32 
and those classified as ‘satisfied’ had a score of 32 to 40 respectively.  
Table 6.2 The components measuring the functional quality of care  





The length of time you spent waiting in the 
reception area 
0.9 





The friendliness shown to you by the 
receptionist 
0.9 
The courtesy shown to you by the receptionist 
Facility The accessibility to health facilities 0.9 








The doctor’s personal interest in you and your 
medical problems 
0.9 
The thoroughness of your examination 
The doctor’s explanation of treatment options 
The doctor’s explanation of test and procedure 
The doctor’s explanation of prescribed 
medicine 
The accuracy of the diagnosis you received 
Your physician’s explanation for referrals to 
other physicians and/or practitioners 
The amount of time spent with this doctor 
during your visit 
6.4 SATISFACTION WITH WAITING TIMES FOR REGISTRATION 
AND EXAMINATION 
The waiting times for registration and examination were categorized into 
three groups: 0 to 14 minutes, 15 to 29 minutes and 30 or more minutes. The 
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proportion of the respondents who were satisfied with a waiting time of within 
15 minutes for registration and for examination was approximately twice that 
of those who were satisfied with a waiting time of more than 15 minutes. 
These differences were statistically significant, p<0.01 (Table 6.3).   
Table 6.3 Satisfaction with waiting time for registration and examination 
Satisfaction 
 
Waiting time  





0 to 14 minutes 36.6 (113)* 63.4 (196) χ2 = 104 
p<0.01 15 to 29 minutes 65.0 (106) 35.0 (57) 
30 minutes upward 76.0 (241) 24.0 (76) 




0 to 14 minutes 37.5 (102) 62.5 (170) χ2= 59.4 
p<0.01 15 to 29 minutes 63.1 (125) 36.9 (73) 
30 minutes upward 67.6 (217) 32.4 (104) 
*. Numbers in parentheses are the size of observation. 
6.5 VARIATION IN WAITING TIMES FOR REGISTRATION AT 
DIFFERENT HEALTH FACILITIES 
The reported waiting time for registration by health facilities is presented 
in Table 6.4. Reported waiting times of below 15 minutes at the communal 
health stations (CHSs) (29.6%) and district hospitals (DHs) (40.4%) were 
about twice and triple as much as that at the centre/provincial hospitals (CPHs) 
(11.1%) and about 1.5 times and twice as likely , respectively, as that at 
private clinics/ hospitals (PCHs) (18.9%). The percentage of respondents who 
had to wait for below 30 minutes at DHs (40.5%) were higher than those who 
had to wait for the same time range at CPHs (17.8%) and PCHs (6.7%). 
Interestingly, the percentage of respondents who had to wait for 30 minutes or 
beyond at DHs (56.2%) was higher than CPHs (30.2%).  
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 (785)  
χ2 =115, p<0.01 
*. Numbers in parentheses are the size of observation. 
6.6 VARIATION IN WAITING TIMES FOR EXAMINATION AT 
DIFFERENT HEALTH FACILITIES 
Table 6.5 shows the waiting time between presentation to the clinic and 
being seen by the doctor. A waiting time of below 15 minutes for examination 
at CHSs accounts for the highest proportion (47.3%), approximately 3.5 times 
that at CPHs (12.9%) and 2.0 times that at DHs (19.9%) and PCHs (19.9%). 
The respondents who had to wait for below 30 minutes at DHs (52.6%) was 
higher than those who had to wait at CPHs (24.5%) and PCHs (6.1%). The 
highest proportion of the respondents waiting for over 30 minutes was 
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 (84)  
100.0 
 (787)  
χ2 =229, p<0.01 
*. Numbers in parentheses are the size of observation. 
6.7 SATISFACTION WITH HEALTH SERVICE QUALITY 
COMPONENTS BY HEALTH FACILITIES WAITING TIMES 
Table 6.6 shows the satisfaction with waiting times by health facility. 
The respondents who were provided health services at DHs and CPHs (about 
30%) were less satisfied with waiting times than those being provided health 
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Table 6.6 The individuals’ satisfaction with waiting times by health 
facilities 
 Unsatisfied Satisfied Total 
Commune health 
stations 
49.7 (88)* 50.3 (89) 100.0 (177) 
District hospitals 70.2 (259) 29.8 (110) 100.0 (369) 
Centre/Provincial 
hospitals 
66.5 (105) 33.5 (53) 100.0 (158) 
Private clinics/hospitals 50.0 (42) 50.0 (42) 100.0 (84) 
Total 62.7 (494) 37.3 (294) 100.0 (788) 
χ2 =28.4, p<0.01 
*. Numbers in parentheses are the size of observation. 
 
Interaction and communication with staff 
The likelihood of satisfaction with interaction and communication with 
staff decreased by public health facilities from the low level public health 
facilities to the high level (Table 6.7). The respondents were more likely to be 
satisfied with interaction and communication with staff at CHSs than DHs and 
CPHs, 53.1%, 48.6% and 43.7%, respectively. The respondents were most 
satisfied with staff working at PCHs and CHSs, 64.5% and 53.1% 
respectively. These differences were significant, (p=0.01). 
Table 6.7 The individuals’ satisfaction with interaction and 
communication with staff by health facilities 
 Unsatisfied Satisfied Total 
Commune health 
stations 
46.9 (83)* 53.1 (94) 100.0 (177) 
District hospitals 51.4 (189) 48.6 (179) 100.0 (368) 
Centre/Provincial 
hospitals 
56.3 (89) 43.7 (69) 100.0 (158) 
Private clinics/hospitals 35.5 (33) 64.5 (60) 100.0 (93) 
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Total 49.5 (394) 50.5 (402) 100.0 (796) 
χ2 =11.2, p=0.01 
*. Numbers in parentheses are the size of observation. 
 
Interaction and communication with doctors 
Satisfaction with interaction and communication with doctors was 
different among the levels of health facilities. Overall, satisfaction levels were 
low, with only 22.3% reporting satisfaction. The respondents were more likely 
to be satisfied with interaction and communication with doctors at DHs 
(27.0%), PCHs (36.7%) than at CHSs (13.8%) and CPHs (13.5%). These 
differences were significant, p<0.01 (Table 6.8). 
Table 6.8 The individuals’ satisfaction with interaction and 
communication with doctors by health facilities 
 Unsatisfied Satisfied Total 
Commune health 
stations 
86.2 (150)* 13.8 (24) 100.0 (174) 
District hospitals 73.0 (265) 27.0 (98) 100.0 (363) 
Centre/Provincial 
hospitals 
86.5 (134) 13.5 (21) 100.0 (155) 
Private clinics/hospitals 63.3 (50) 36.7 (29) 100.0 (79) 
Total 77.7 (599) 22.3 (172) 100.0 (771) 
χ2 =28.2, p<0.01 
*. Numbers in parentheses are the size of observation. 
 
Facility 
Satisfaction with the facility was not much different in absolute terms 
among health facilities, being 61.8% at CHSs, 67.4% at PCHs, 58.7% at DHs 
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Table 6.9 The individuals’ satisfaction with the facility by health facilities 
 Unsatisfied Satisfied Total 
Commune health 
stations 
38.2 (68)* 61.8 (110) 100.0 (178) 
District hospitals 41.3 (152) 58.7 (216) 100.0 (368) 
Centre/Provincial 
hospitals 
42.4 (67) 57.6 (91) 100.0 (158) 
Private clinics/hospitals 32.6 (30) 67.4 (62) 100.0 (92) 
Total 39.8 (317) 60.2 (479) 100.0 (796) 
χ2 =3.0, p>0.05 
*. Numbers in parentheses are the size of observation. 
6.8 SUMMARY OF FINDINGS 
Satisfaction with the functional quality of healthcare services was 
measured using a 14 item scale consisting of four components covering the 
waiting time (two items), the facility (two items), interaction and 
communication with staff (two items) and interaction and communication with 
doctors (8 items). Each component had a high internal consistent reliability.  
Overall, the insured near-poor were unsatisfied with the services 
provided by health facilities at all levels. Respondents were more likely to be 
satisfied with the waiting times for registration and examination within 15 
minutes and this was more common at communal health stations and district 
hospitals. In contrast, respondents were more satisfied with the waiting times 
for examination at CHSs and PCHs than DHs and CPHs. This is because a 
much lower proportion of respondents had to wait for over 15 minutes at 
PCHs.  
The respondents were more satisfied with interaction and communication 
with staff than with doctors, and more likely to be satisfied at PCHs. There 




Chapter 7: Factors influencing the use of the health care card 78 
Chapter 7: Factors influencing the use of the 
health care card 
7.1 INTRODUCTION 
This chapter addresses the research question: “What individual, 
household and social factors are associated with the use or non-use of health 
insurance benefits by the near-poor?” and the research hypothesis was: 
“Perceived quality of health care services would be associated with the usage 
of insurance card to access health benefits.” 
Despite the financial reasons for doing so, people with near-poor health 
insurance do not always use their health insurance, even when entitled to do 
so. Superficially, there does not appear to be a rationale for this. Limited 
qualitative research suggests that one of reasons that they do not use their 
health insurance (but instead pay out-of-pocket) is because they think that they 
will not receive (or have not received in the past) a good quality of care. This 
includes, for example, waiting longer for care. This chapter examines the 
factors impacting on choosing to use health insurance, including the 
perception of the quality of care received by users and non-users of health 
insurance. 
The study was interested in determining the factors that influence the 
decision to use the card. Coding of variables for this analysis was the same as 
for respondents unless otherwise stated. 
 
7.2 DESCRIPTION OF INDEPENDENT VARIABLES  
Table 7.1 provides the demographic and other characteristics of 
respondents. A total of 811 respondents had used an outpatient care service at 
least once and this analysis is based on the most recent occasion of service. 
Respondents with a health insurance chose to use their health insurance card 
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for 725 (89.4%) of the most recent occasion of service, while 86 (10.6%) 
respondents did not use their health insurance card.  
In the sample, approximately 64.1% of respondents were female. Only 
4.4% of the sample had post-secondary school education, 13.8% had no 
education, 59.5% had primary school education, and 22.3% had secondary 
schooling. The sample was largely rural (87.8%), with most surveyed aged 
between 25 and 65 years (25 to 44 years accounting for 37.4% and 45 to 64 
years accounting for the other 45.7%). Most surveyed individuals were 
married (94.0%). The type of employment of participants was found to be 
farmers (36.7%), free laborers (37.3%) and others such as housework (26.0%). 
A majority of the sample reported their health as either fair (57.0%) or poor 
(33.2%), with only 9.8% reporting their health as excellent or good.  
Of the respondents more than half (66.5%) had 4 to 6 people living in the 
same house, whereas households with 1 to 3 or 7 and more accounted for 
26.4% and 7.1% respectively.  
Just over half of the respondents (62.6%) had been enrolled in a health 
insurance scheme for one year. Of the remainder, 21.9% had been enrolled for 
2 years and 15.4% for 3-5 years. The main reasons for respondents using 
outpatient care were for acute (54.2%) and chronic diseases (25.6%). 
Overall, respondents were satisfied with the waiting time (37.2%) and  
just over half of the respondents (50.6%) were satisfied with the interaction 
and communication with staff. In contrast, respondents reported higher levels 
of dissatisfaction (77.6%) with the interaction and communication with 
doctors. The respondents were much more satisfied with the facility, with 
60.4% reporting satisfaction.  
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Table 7.1  Individual and household characteristics of respondents and 
use of health insurance card in Cao Lanh district, Dong Thap province, 
Vietnam 
Variable Number (n) Proportion (%) 
 
Age 
Younger than 25  
25 to 44 
45 to 64 





















No education  
Primary School 
Secondary School 
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Variable Number (n) Proportion (%) 
Interaction and communication with 
staff 
Unsatisfied  







Interaction and communication with 
doctor 
Unsatisfied  





























Number of households’ people 
1 to 3   
4 to 6 



















7.3 DIFFERENCES BETWEEN USERS AND NON USERS OF A 
HEALTH INSURANCE CARD 
The results displayed in Table 7.2 compares the characteristics of 
respondents with and without use of a health insurance card. The unadjusted 
odd-ratios were statistically significantly different for the variables residence 
(OR=2.1, p<0.05), work status (Chi-squared=8.1, p<0.05), health status (Chi-
squared=14.4, p<0.01), the waiting time (OR=0.5, p<0.05) and the type of 
illness (Chi-squared=15.1, p<0.01). 
Characteristics associated with the use of a health insurance card were 
living in a rural area, working as farmers or free laborers and having a fair 
health status. The reason for presentations was more likely to be for chronic 
and acute diseases rather than preventive services.  
 
 
Chapter 7: Factors influencing the use of the health care card 82 
When the health insurance card was used, respondents were more likely 
to be unsatisfied with the waiting time. 
 Conversely, characteristics associated with the none-use of health 
insurance card were living in an urban area, work in the ‘other’ category such 
as housework, rating their overall health as good and excellent, and 
presentations for other health services such as check-up or preventive care. 
The respondents who did not use their health insurance card were more 
likely to be satisfied with the waiting time.  
The variables of age, gender, education, marital status, membership 
duration, the facility, household size and interaction and communication with 
staff, or with the doctor were not statistically significantly different between 
these two groups.  
Table 7.2 The association between the individual, household 













Younger than 25  
25 to 44 
45 to 64 
























OR = 0.9 
 
Education (n=810) 
No education  
Primary School 
Secondary School 








































Marital status (n=811) 
Married  








OR = 2.9 
Work status (n=811) 
Farmer  
Free laborer 










χ2 = 8.1* 


















Membership Duration (n=795) 
One year 
Two years 










χ2 = 4.7 
Waiting time (n=792) 
Unsatisfied  










Interact/communication with staff (n=800) 
Unsatisfied  








OR = 0.9 
Interact/ communication with doctor 
(n=774) 
Unsatisfied  








OR = 0.9 
Facility (n=800) 
Unsatisfied  









Type of illness (n=811) 
Chronic 
Acute 












Households’ size (n=811) 
1 to 3   
4 to 6 










χ2 = 5.0 
*: p<0.05; **: p<0.01;  
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7.4 THE ASSOCIATION BETWEEN AGE AND MEMBERSHIP 
DURATION  
It can be seen from Table 7.3 that health insurance membership duration 
was not significantly associated with age (χ2 = 9.7; p=0.14). 
 
Table 7.3 The association between age and membership duration 
Age group Membership duration Total 
One year Two years Three to five 
years 
Younger 25 14 (58.3%) 4 (16.7%) 6 (25.0%) 24 (100%) 
25 to 44 184 (62.4%) 65 (22.0%) 46 (15.6%) 295 (100%) 
45 to 64 231 (63.3%) 78 (21.4%) 56 (15.3%) 365 (100%) 
65 and older 69 (62.2%) 27 (24.3%) 15 (13.5%) 111 (100%) 
Total  498 (62.6%) 174 (21.9%) 123 (15.5%) 795 (100%) 
χ2 = 2.4; p=0.9 
7.5 INDEPENDENCE OF PREDICTORS OF USE OF A HEALTH 
INSURANCE CARD 
Clearly, a number of the variables found to be significantly associated 
with the use of a health insurance card were potentially correlated; therefore, 
multiple logistic regression was used to explore the independent effects of 
these variables. It can be seen from Appendix 2 that multi-collinearity does 
not appear to an issue as the correlations among the independent variables are 
all less than 0.7. Therefore, all variables were included in the multivariate 
analysis.  
Table 7.4 presents the adjusted results comparing the users and non-users 
of health care cards derived from multiple logistic regression analysis. Overall, 
as described below, the relationship of several variables changed in the 
adjusted analysis.  
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Respondents who worked as free laborers were 2.7 times (CI=1.3-5.5) 
more likely to use a HIC than those who worked as others such as housework.  
Individuals who suffered from chronic and acute diseases were more 
likely to use their health insurance card (5.0 times (CI=2.1-11.9) and 3.0 times 
(CI=1.6-5.7), respectively) than those who used other health services such as a 
health check-up and preventive care.  
Respondents using the health insurance card were much more likely to 
report dissatisfaction with the components of healthcare quality. This is 
particularly notable for waiting time. Respondents who were unsatisfied with 
the waiting time were 2.4 times (CI=1.2-4.9) more likely to have used an 
insurance card than those who were satisfied. There were no significant 
associations between the use of the health insurance card and the variables of 
satisfaction with the interaction and communication with staff, or with doctor, 
and satisfaction with facility. 
Variables that were not significant in bivariate analysis but were in 
multivariate analysis. 
Membership duration, which was not significantly associated with use of 
card in bivariate analysis, was in multivariate analysis. This change may be 
due to the effect of confounders or modifiers. There are significant 
correlations between membership duration and residence, and between 
membership duration and type of illness. The correlated coefficients are 0.114, 
p<0.01 and 0.071, p<0.05 respectively (Appendix 2). The stratified analysis 
was done with each of the variables “residence” and “type of illness”. The 
separate stratified analysis with “residence” and “ type of illness” showed that 
the separate stratum-specific estimates are similar (p>0.05) indicating that 
these variables were not effect modifiers. Comparisons between the crude 
(Table 7.2) and adjusted (Table 7.4) estimates of the association between 
membership duration and the use of health insurance card was then made. It 
can be concluded that “residence” and “type of illness” are confounding 
variables because these estimates do not look similar.  
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Residents in rural areas are more likely to use cards. However, residents 
in rural areas are also more likely to have longer duration of membership, 
which is also associated with higher use of cards. The multivariate adjustment 
indicates that the major effect is that of duration of membership. Similarly, 
those who suffer from chronic or acute diseases are more likely to use cards. 
However, those individuals are also more likely to have shorter duration of 
membership (mainly for one year), which is also associated with higher use of 
cards. The multivariate adjustment indicates that the major effect is that of 
duration of membership.  
The likelihood of using the health insurance card increased with 
membership duration. Those enrolled in a health insurance scheme for one 
year were 70% (CI=0.1-0.8) less likely to use a health insurance card than 
those enrolled for three to five years. 
Variables that were significant in bivariate but not in multivariate 
analysis. 
Those who lived in a rural area were 2.1 times more likely to use a HIC than 
those who lived in an urban area in bivariate analysis, but this association was 
not significant in multivariate analysis. This change may due to  confounding 
or modifying with membership duration, occupation, waiting time and type of 
illness. The correlated coefficients of these variables with living in a rural area 
are 0.114, p<0.01 and -0.147, p<0.01 and -0.356, p<0.01 and 0.132, p<0.01 
respectively (Appendix 2). The stratified analysis was done with each of the 
variables “membership duration”, “occupation”, “waiting times” and “type of 
illness”. Following the approach outlined above, it was concluded that 
“waiting times” variable is an effect modifier because the stratum-specific 
estimates do not look similar (p<0.05). Residents in rural areas who are 
dissatisfied with waiting time are more likely to use health insurance card, 
while residents in urban areas who are dissatisfied with waiting time are less 
likely to use health insurance. 
Three variables “membership duration”, “occupation”, and “type of illness” 
were not effect modifiers because separate stratum-specific estimates of each 
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variable look similar (p>0.05). From the comparision between the crude 
(Table 7.2) and adjusted (Table 7.4) estimates of the association between 
residence and the use of health insurance card it can be concluded that 
“membership duration”, “occupation” and “type of illness” are confounders 
because these estimates do not look similar. Those with longer duration of 
membership are more likely to use cards. However, those individuals are also 
more likely to live in rural area, which is also associated with higher use of 
cards. The multivariate adjustment indicates that the major effect is that of 
residence. Those who work as farmer or free laborers are more likely to use 
cards. However, those individuals are also more likely to live in rural area, 
which is also associated with higher use of cards. The multivariate adjustment 
indicates that the major effect is that of residence. Similarly, those who suffer 
from chronic or acute diseases are more likely to use cards. However, those 
individuals are also more likely to live in rural area, which is also associated 
with higher use of cards. The multivariate adjustment indicates that the major 
effect is that of residence. 
Health status, which was separately significantly associated with use of 
the card (Chi-Square=14, p<0.01), was not in multivariate analysis. This 
change may due to confounding or modifying with occupation and type of 
illness. There are significant correlations between health status and 
occupation, and between health status and type of illness. The correlation 
coefficients are 0.135, p<0.01 and -0.256, p<0.01 respectively (Appendix 2). 
The stratified analysis was done with each of the variables “occupation”, and 
“type of illness”. It was found that these variables are not effect modifiers 
because separate stratum-specific estimates of each variable look similar 
(p>0.05). From the comparision between the crude (Table 7.2) and adjusted 
(Table 7.4) estimates of the association between health status and the use of 
health insurance card it can be concluded that “occupation” and “type of 
illness” were confounders because these estimates do not look similar.  
Those who work as farmer or free laborers are more likely to use cards. 
However, those individuals are also more likely to have poor health status, 
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which is also associated with higher use of cards. The multivariate adjustment 
indicates that the major effect is that of health status. Those who suffer from 
chronic or acute diseases are more likely to use cards. However, those 
individuals are also more likely to have poor health status, which is also 
associated with higher use of cards. The multivariate adjustment indicates that 
the major effect is that of health status. 
Other independent variables not found to be significant with the use of a 
health insurance card in bivariate analysis remained non significant in 
multivariate analysis. 
 
Table 7.4 Adjusted odds ratio and 95% confidence intervals for measures 
of accessing insurance benefits when seeking outpatient care  
 
Variable Health Insurance Card Usage:  




Younger than 25  
25 to 44 
45 to 64 













No education  
Primary School 
Secondary School 
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Variable Health Insurance Card Usage:  



































Interact/communicate with staff 
Unsatisfied  




Interact/communicate with doctor 
Unsatisfied  










Type of illness  
Chronic 
Acute 





Number of households’ people 
1 to 3   
4 to 6 





*. p<0.05;**. p<0.01;  
a. Numbers in parentheses are 95% Confidence Interval. 
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7.6 SUMMARY OF FINDINGS 
This study, which applied multiple logistic regression, found several 
individual socio-demographic, family and other factors associated with the use 
of the health insurance card.  
Several variables were found to be confounding and modifying the 
association with the use of health insurance card. “Residence” and “type of 
illness” were found to be confounding with the association between 
membership duration and the use of health insurance card. “Membership 
duration”, “occupation” and “type of illness” were found to be confounding 
the association between residence and the use of health insurance card while 
“waiting times” was modifying this relationship. Finally, “occupation” and 
“type of illness” were found to be confounding the relationship between health 
status and the use of health insurance card.  
In multivariate analysis, the individual socio-demographic factors 
associated with an increased likelihood of using health insurance to pay for 
outpatient health care service included working as free laborers. 
Other factors associated with an increased likelihood of using health 
insurance to pay for an outpatient health care service included longer 
membership duration, suffering chronic and acute diseases and dissatisfaction 
with the waiting time.  
It is difficult to disentangle the effects of satisfaction with quality of care 
and use of health insurance to pay for health care services. This survey is 
based on recall of the outpatient health care service; therefore, how anticipated 
quality of care influenced the decision to use health insurance is speculative. 
However, consistent with the limited previous research, not using health 
insurance and dissatisfaction with wait times were correlated. However, no 
such correlation was evident for health insurance use and satisfaction with the 
interaction with medical staff and interaction with a doctor. 
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Chapter 8: Factors influencing out-of-
pocket expenses 
8.1 INTRODUCTION 
The impact of the health insurance scheme on near-poor households was 
measured by assessing direct out-of-pocket spending for health care, which 
may be influenced by a range of other factors. This chapter aims to assess the 
out-of-pocket spending on healthcare service utilization of the near-poor and 
the individual, family and social factors associated with this private spending. 
The relevant research questions are: “How much do the near-poor pay in out-
of-pocket payments for health care services?” and “What was the difference in 
out-of-pocket payments between the near-poor with and without health 
insurance coverage?” The research hypothesis was that out-of-pocket 
expenditure on health would be lower for near-poor with health insurance than 
those without health insurance. 
The respondents may have used several occasions of services, but could 
not recall out-of-pocket expenditures for each occasion, but rather total 
expenses for all occasions. Thus, the analysis here was based on respondents 
rather than occasions of services. Coding of variables for this analysis was the 
same as previously used for respondents unless otherwise stated. 
 
8.2 OUT-OF-POCKET EXPENDITURES FOR OUTPATIENT 
HEALTH SERVICES 
Table 8.1 shows the average out-of-pocket expenditures (excluding the 
health insurance premium) per outpatient contact at a health facility and 
average number of outpatient contacts by the insured and uninsured samples 
for 1143 respondents. Of the 1143 respondents in the household survey, 980 
(85.7%) reported health facilities that were accessed for outpatient care. There 
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are two important features of outpatient health expenditures and the number of 
contacts.  
First, the average out-of-pocket expenditures per outpatient contact 
differed among health facilities. These differences were significant (F test= 
27.2, p<0.01). An outpatient contact at higher level public hospitals cost the 
uninsured about 2 times more than a contact at a commune health station – 
328,000VND, compared with 164,000 VND.  
Second, the insured patients spent about 24% less on average than those 
without insurance. Health insurance tended to reduce the out-of-pocket 
payment more for those accessing the health services at lower level public 
health facilities, such as commune health stations (60%) and district hospitals 
(55%), than those who accessed health services at higher level public hospitals 
(6%). In contrast, on average insured patients spent 27% more per outpatient 
contact at private health facilities than the uninsured.   
Generally, the average numbers of outpatient contacts for the insured 
were more than the uninsured, although the average numbers of outpatient 
contacts were similar among health facilities for the insured. However, for the 
uninsured, the average numbers of outpatient contacts tended to be less at 
lower level public health facilities than at higher level public hospitals. 
However, these differences in the average number of outpatient contacts 
across health facilities were not significant (Table 8.1: F test= 0.7, p=0.5).  
 
Table 8.1 Average out-of-pocket expenditure per outpatient contact 
(excluding the health insurance premium) and average number of 
outpatient contacts by health facility and insurance status (’000 VND). 











Out -of- pocket expenditure for outpatient contacts (n=980) 
Uninsured 203 164 272 328 183 
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76.4 40.8 44.8 94.2 127.0 
F test= 27.2, p<0.01 
# outpatient contacts (n=980) 
Uninsured 2.2 1.8 1.9 2.3 2.6 
Insured 2.9 3.5 2.7 3.0 3.0 
F test= 0.7, p=0.5 
 
Table 8.2 also shows the average out-of-pocket expenditures per 
outpatient contact, including the health insurance premium for a 6 month 
duration (as service reporting was for the prior 6 months only). Under this 
costing scenario, the insured patients spent about 2% less on average than 
those without insurance. Health insurance still tended to reduce the out-of-
pocket payments for those accessing the health services at lower level public 
health facilities, such as commune health stations (34%) and district hospitals 
(39%), but increased the out-of-pocket payment for those who accessed health 
services at higher level public hospitals (9%). At private health facilities, the 
insured patients spent on average 53% more per outpatient contact than the 
uninsured patients.   
 
Table 8.2 Average out-of-pocket expenditure per outpatient contact 
(including the health insurance premium) and average number of 
outpatients contacts by health facility and insurance status (’000 VND). 











Out -of- pocket expenditure for outpatient contacts (n=980) 
Uninsured 203 164 272 328 183 
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98.0 65.9 61.0 109.0 153.0 
F test= 27.0, p<0.01  
# outpatient contacts (n=980) 
Uninsured 2.2 1.8 1.9 2.3 2.6 
Insured 2.9 3.5 2.7 3.0 3.0 
F test= 0.7, p=0.5 
 
Table 8.3 shows the factors associated with private out-of-pocket 
expenditures for outpatient health services. Note that for this analysis, 
expenditure was log-transformed to improve the normality of the distribution. 
For this analysis, the health insurance premium was not included in those 
expenditures. As described in the Methods chapter (Chapter 3), the analytic 
approach used the OLS model, by which the variation of independent 
variables was used to explain the variation of dependent variables, and the 
assumptions of applying OLS were met (see Appendices 3, 4, 5 and 6). 
Several independent variables were found to be significantly associated with 
out-of-pocket expenditures including insurance status, residence, health status, 
health conditions and health facility utilization. In the OLS model, the 
coefficient representing the insurance status indicated that on average the 
insured spent 13% less than the uninsured (p< 0.001).  
Residence was an independent factor that had an effect on health 
expenditures. Those who lived in urban areas spent 21% less than those who 
lived in rural areas. 
As expected, those with excellent health spent 8% less than other health 
statuses. Poor health respondents spent 24% more than those with better 
health. Different types of health conditions also caused different effects on 
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health expenditures. Participants with conditions categorized as chronic 
diseases spent 19% more than those with other health conditions.  
Using higher level health facilities involved higher health expenditures 
than using lower level health facilities. Those who used provincial/centre 
health facilities had to spend 22% more than those using other health facilities. 
Other independent variables were not statistically significantly associated with 
out-of-pocket expenditures for outpatient health care services (p>0.05). 
Table 8.3 The factors associated with the private out-of-pocket 
expenditure for outpatient care (excluding the health insurance premium) 













Private health facility 
Provincial/centre health 
facility 


































Table 8.4 also shows the factors associated with private out-of-pocket 
expenditures for outpatient health services when with health insurance 
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premiums are included in the expenditures. While almost all of the 
independent variables kept the same association with total private out-of-
pocket expenditures, the insured spent significantly more than the uninsured 
(8%). 
Table 8.4 The associated factors with the private out-of-pocket 
expenditure for outpatient health services (including the health insurance 
premium) 













Private health facility 
Provincial/centre health 
facility 



































8.3 OUT-OF-POCKET EXPENDITURES FOR INPATIENT HEALTH 
SERVICES 
Table 8.5 shows the average out-of-pocket expenditures (excluding the 
health insurance premium) per inpatient contact at a health facility and 
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average number of inpatient contacts by the insured and uninsured samples 
from a total of 271 respondents. Out of 271 respondents in the household 
survey, 266 (98.2%) reported accessing health facilities for inpatient care. 
There were two important features of inpatient health expenditures and the 
number of contacts.  
First, the average out-of-pocket expenditures per inpatient contact were 
different among health facilities. While these differences were not statistically 
significant, this may be due to the small number of inpatient services. An 
inpatient contact at higher level public hospitals cost the uninsured about 2.4 
times more than a contact at commune health station – 3,800,000VND 
compared with 1,600,000 VND. However, an inpatient contact at district 
hospitals cost the uninsured approximately 5 times more than a contact at 
commune health station and about 2 times more than higher level public health 
facilities.  
Second, insured patients spent approximately 72% less on average than 
those without insurance. Health insurance tended to reduce the out-of-pocket 
payment more for those accessing the health services at lower level public 
health facilities and private health facilities, such as commune health stations 
(61%), private health facilities (72%) and district hospitals (77%), than those 
who accessed health services at higher level public hospitals (35%).  
Generally, the average number of inpatient contacts for the insured was 
more than the uninsured. The average number of inpatient contacts for the 
insured differed between lower level public health facilities and higher level 
public health facilities such as commune health stations (1.9), district hospitals 
(1.6), provincial/centre health facilities (1.3) and private health facilities (1.3). 
However, these differences in the average numbers of inpatient contacts across 




Chapter 8: Factors influencing out-of-pocket expenses 98 
Table 8.5 Average out-of-pocket expenditure per inpatient contact 
(excluding the health insurance premium) and average number of 
inpatients contacts by health facility and insurance status (’000 VND). 











Out -of- pocket expenditure for inpatient contacts (n=266) 
Uninsured 5609 1600 8065 3800 14000 




28.4 38.6 8.2 64.8 13.0 
F test=0.12, p=0.9 
# inpatient contacts (n=266) 
Uninsured 1.1 1.0 1.1 1.0 1.0 
Insured 1.4 1.9 1.6 1.3 1.3 
F test= 1.5, p=0.2 
 
Table 8.6 also shows the average out-of-pocket expenditures per 
inpatient contact, and includes the health insurance premium for a 12 month 
duration. In this analysis, inclusion of the health insurance premium made 
little difference to the average out-of-pocket expenditures per inpatient 
contact. The insured patients still spent about 69% less on average than those 
without insurance.  
Health insurance still tended to reduce the out-of-pocket costs more for 
those accessing the health services at lower level public health facilities, such 
as commune health stations (54%) and district hospitals (90%), than those who 
accessed health services at higher level public hospitals (31%). At private 
health facilities, the insured patients spent on average 86% less per inpatient 
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Table 8.6 Average out-of-pocket expenditure per inpatient contact 
(including the health insurance premium) and average number of 
inpatients contacts by health facility and insurance status (’000 VND). 











Out -of- pocket expenditure for inpatient contacts (n=266) 
Uninsured 5609 1600 8065 3800 14000 




31.0 46.4 9.9 68.9 14.0 
F test=0.12, p=0.9 
# inpatient contacts (n=266) 
Uninsured 1.1 1.0 1.1 1.0 1.0 
Insured 1.4 1.9 1.6 1.3 1.3 
F test= 1.5, p=0.2 
 
Table 8.7 shows the factors associated with private out-of-pocket 
expenditures for inpatient health services. Note that for this analysis, 
expenditures were log-transformed to improve the normality of the 
distribution. The assumptions of applying OLS were met (see Appendices 7, 8, 
9 and 10). Several independent variables were found to be significantly 
associated with out-of-pocket expenditures including insurance status, health 
status, health facility utilization and illness conditions. In the OLS model, the 
coefficient representing the insurance status indicates that the insured spent on 
average 29% less than the uninsured (p<0.001).  
Accessing higher level public health facilities increased health 
expenditures more than using lower level public health facilities. Those who 
used provincial/centre health facilities had to spend 33% more than those 
using other health facilities.  
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Health status and health conditions also impacted on health expenditures. 
Those with poor health spent 30% more than those with other health statuses. 
Those with acute diseases spent 24% less than those with other diseases.  
Other independent variables were not statistically associated with out-of-
pocket expenditures for inpatient health services. 
 
Table 8.7 The factors associated with private out-of-pocket expenditure 
for inpatient care (excluding health insurance premium) 













Private health facility 
Provincial/centre health facility 































Table 8.8 also shows the factors associated with private out-of-pocket 
expenditures for inpatient health services, but here with the cost of the health 
insurance premiums included in these expenditures. Not only were the same 
independent variables found to be significantly associated with out-of-pocket 
expenditures such as insurance status, health status, health facility utilization 
 
 
Chapter 8: Factors influencing out-of-pocket expenses 101 
and illness conditions, but also a variable of occupation. However, the insured 
spent on average 22% less than the uninsured (p<0.001).  
Those who worked as farmers spent 12% more than those with other 
jobs. The effect of other variables such as health facility utilization, health 
status and health conditions on health spending seemed to keep the same 
significance. Accessing higher level public health facilities also increased 
health expenditures more than using lower level public health facilities. Those 
who used provincial/centre health facilities spent 33% more than those using 
other health facilities.  
Those with acute diseases spent 24% less than those with other diseases. 
Poor health status was associated with 28% higher costs than those with a 
better health status. 
Other independent variables were also not statistically associated with 
out-of-pocket expenditures for inpatient health services. 
 
Table 8.8 The factors associated with the private out-of-pocket 
expenditure for inpatient health services (including health insurance 
premium) 
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Private health facility 
Provincial/centre health 
facility 
















8.4 SUMMARY OF FINDINGS 
This study found that the near-poor incurred significant out-of-pocket 
expenditures for their healthcare services regardless of their insurance status. 
For outpatient services, the insured had more visits on average than the 
uninsured, but had to pay less than the uninsured when using healthcare 
services at each health facility except for private clinics/hospitals and higher 
public health facilities. It is possible that the insured paid more than the 
uninsured at private clinics/hospitals because there was no contract between 
the insurance institution and those health facilities and/or the insured may not 
have used their health insurance card to access insurance benefits.  
For inpatient services, a similar situation was also observed. However, in 
this case the uninsured had to pay more than the insured when accessing 
private clinics/hospitals. 
For outpatient services, several factors significantly associated with these 
out-of-pocket expenditures were found. The notable factors having the greatest 
impact on the variation of these expenditures when the health insurance 
premium was excluded consisted of insurance status, living in urban areas, a 
health status of excellent, a health status of poor, provincial/centre health 
facility and chronic disease health conditions. When the health insurance 
premium was included, almost all of the factors were still significantly 
associated with these expenditures, with the exception of insurance status. 
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For inpatient services, the notable factors having the greatest impact on 
the variation of these expenditures, whether or not the health insurance 
premium was excluded, consisted of insurance status, a health status of poor, 
provincial/centre health facility and acute disease health conditions. 
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Chapter 9: Discussion and Conclusions 
9.1 COMPARATIVE DEMOGRAPHY AND OTHER 
CHARACTERISTICS OF THE STUDY POPULATION  
9.1.1 Estimate the health insurance coverage of a representative sample of 
the near-poor in Cao Lanh district, Dong Thap province, Vietnam 
A study of the impact of the health insurance program on the near-poor 
was conducted in Cao Lanh District, Dong Thap province, Vietnam. A sample 
of 2000 individuals out of approximately 4,500 near-poor was chosen for face-
to-face interviews. The first research question asked “What is the coverage of 
health insurance for the sampled near-poor in Cao Lanh district, Dong Thap 
province, Vietnam?” To answer this question, the three-year data (2011 to 
2013) of the near-poor population and insurance coverage was collected from 
the district Division of Labor, Invalids and Social Affairs and the district 
Department of Social Insurance. The results showed that the number of near-
poor households and the size of the near-poor population trended down 
through the three years. The near-poor population (18,187) in Cao Lanh 
district accounts for 0.31% of the near-poor throughout Vietnam, which is 
estimated to be 5,800,000 (Ministry of Health, 2012). Insurance coverage in 
Cao Lanh fluctuated, 18.9% in 2011, 18.0% in 2012 and 20.3% in 2013. This 
coverage rate is lower than that of the whole country, which was about 25% in 
2012 (Somanathan et al., 2014).  
9.1.2 Individual and household characteristics of the near-poor 
In this study, the over half of the sample had only achieved a primary 
school education level (54.9%) and only 6.2% of the sample had post-
secondary school education. These levels are much lower than other studies 
where most respondents had achieved a high school level (Abdel-Ghany and 
Wang, 2001; Balabanova, 2003). This difference is not surprising given the 
relationship between poverty and level of education. Most respondents were 
living in rural areas (86.0%). This is a typical feature of the geographical 
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distribution in Vietnam, where a district typically consists of more rural 
communes than urban communes.  
Most respondents were aged between 25 and 65 years, which is 
consistent with another study (Abdel-Ghany and Wang, 2001). Most 
respondents worked as farmers (31.1%) or free laborers (46.7%). This type of 
employment is typical of the rural labor force in Vietnam. Most respondents in 
this sample reported their health as either fair (57%) or poor (20.7%), with 
only 22.3% reporting their health as excellent or good. These results are 
inconsistent with the study by (Abdel-Ghany and Wang, 2001) but consistent 
with a study by (Jowett et al., 2003).  
From the measures used in this study, the highest possible score for the 
respondents’ knowledge of health insurance was 25. Based on the questions 
used in this study, knowledge of health insurance was very low overall. For 
the purposes of this study, a score of 5 or less was taken as poor knowledge of 
health insurance. By this measure, nearly two thirds of the sample (64.8%) had 
poor knowledge. Even using this low threshold, there was clearly very limited 
knowledge of health insurance among the near-poor. While most respondents 
were interested in having health insurance, more than 75% of respondents 
rated the cost of insurance premiums to be medium or high. This suggests that 
participation in the insurance scheme could increase if premiums and co-
contributions were lower. 
Multi-dweller households typical of rural Vietnam predominated in this 
sample, with more than 65% of households having 4 to 6 members. The 
respondents were mostly living in semi-permanent and temporary houses, 
9.6% and 40.9%, respectively. This is consistent with the near-poor’s low 
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9.2 INDIVIDUAL AND HOUSEHOLD FACTORS ASSOCIATED 
WITH THE ADOPTION OF HEALTH INSURANCE COVERAGE 
9.2.1 Differences between the uninsured and the insured 
A key question of this study was: What individual, household and social 
factors are associated with the adoption of insurance coverage? The hypothesis 
was: “Good knowledge and attitudes about health insurance would be strongly 
associated with the likelihood of health insurance enrolment.”   
The results displayed in chapter 5 show the profile of the two groups: 
insured and uninsured. There were statistically significant differences between 
them for the independent variables of residence, age group, work status, health 
status, knowledge of health insurance, attitude of insurance premium, being 
interested in health insurance, type of family, number of elderly in the 
household, number of females over 18 of age in the household and housing 
type. The insured tended to live in urban areas, to be older, to work as farmers 
and other jobs, to rate their health as weak, to have better knowledge of health 
insurance, to evaluate health insurance premiums as low or medium and to be 
interested in health insurance. In addition, the insured appeared to be more 
likely to be in single-parent families, to have one or more old people in the 
household, to have two or more females over 18 of age in the household and to 
live in permanent houses.  
The uninsured, on the other hand, were more likely to live in rural areas, 
to be younger, to work as free laborers, to rate their health as less weak, to not 
have a good knowledge of health insurance, to evaluate health insurance 
premiums as high and not to be interested in health insurance.  Additionally, 
the uninsured appeared to be more likely to live with both parents or no 
parent, to have no older people in the household, to have no females over 18 
of age in the household and live in temporary households.  
The differences between the insured and uninsured for other independent 
variables such as gender, education, marital status, number of people in the 
household, and number of children in the household were not statistically 
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significant. It should be noted that the above association between the 
dependent variable and the independent variables has not taken confounders 
into account. 
9.2.2 Independence of factors influencing the decision to enrol in 
subsidised health insurance  
A binary logistic regression model was constructed to examine the 
factors associated with insurance status. The results indicate that the 
probability of having insurance coverage was significantly associated with 
health status, knowledge of health insurance, perceived cost of insurance 
premiums, interested in health insurance, the number of elderly in the 
household and the housing type of the respondent.  
The respondents reporting a poor health status were 4.8 times (CI= 2.4-
9.8) more likely to be involved in a health insurance scheme than those who 
reported an excellent health status. This result is inconsistent with another 
study conducted in the United States where, within the targeted groups, those 
with a good health status had slightly higher insurance coverage than those 
with a poor health status (Abdel-Ghany and Wang, 2001). However, this 
finding has been documented in other studies conducted in developing 
countries such as Vietnam, China and Senegal (Jowett et al., 2003; Wagstaff 
and Lindelow, 2008; Chankova et al., 2008). Those with poor health status are 
likely to purchase a health insurance card only when suffering from health 
problems. This health insurance issue is called “adverse selection”, whereby 
high users of health care are more likely to take up health insurance. This is 
well recognized by the Vietnamese Ministry of Health and has been discussed 
in several workshops on health financing in Vietnam (Ministry of Health, 
2008; Ministry of Health, 2010; Ministry of Health, 2012). This may have 
temporarily helped the poor individuals to reduce the private financial burden 
due to health shocks, but have negative consequences for the health insurance 
fund balance (Ministry of Health, 2008).  
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Knowledge of health insurance is important in predicting insurance 
coverage. Respondents with a higher knowledge of health insurance were 4.6 
times (CI=3.4-6.2) more likely to have health insurance than those with poor 
or very poor knowledge of health insurance. It is clear that people are more 
likely to participate in a health insurance scheme when they know its benefits. 
This finding is consistent with other studies (Vietnam Health Economic 
Association, 2011; Chankova et al., 2008; Nguyen and Knowles, 2010).  
The size of the insurance premium is an important factor influencing 
insurance involvement. Respondents who considered the health insurance 
premium to be low and medium were more likely to participate in the health 
insurance program (2.1 times (CI=1.5-2.8) and 2.4 times (CI=1.7-3.6), 
respectively) than those who considered premiums to be high. This result has 
been documented in other studies (Chernew et al., 2005; Vietnam Health 
Economic Association, 2011; Chankova et al., 2008). In Vietnam, the gap of 
income between the poor and the near-poor was not great (Prime Minister of 
Vietnam, 2011). However, the government’s subsidy of health insurance 
premiums for these two groups has been very different. The poor do not have 
to contribute to the health insurance premium while the near-poor have to pay 
30% of the co-payment (Prime Minister of Vietnam, 2012). As a result, the 
insurance coverage of the near-poor is much lower than that of the poor.  
The implication of these results is that a major factor in health insurance 
coverage for the near-poor is the cost of the premium. If the aim is to increase 
coverage then the government should provide the same benefits of health 
insurance premiums for the near-poor as it does for those classified as poor. In 
Vietnam, according to the Law of Health Insurance the near-poor belong to 
the voluntary enrolment group. Global experience has shown that voluntary 
contributions are not very effective in moving countries to universal health 
coverage (Kutzin, 2012). To achieve expanded coverage, general income 
subsidies for social health insurance and full subsidising of the premiums for 
the near-poor and mandatory enrolment should be implemented, which will 
also help to deal with adverse selection (Somanathan et al., 2014). 
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Furthermore, the results on knowledge of health insurance suggest that the 
current insurance scheme in Vietnam is not well understood among the near 
poor. One aspect of the scheme, the sliding scale of premiums within 
households, is possibly too complex for low literacy groups such as the near-
poor to understand (Appendix 11). Thus, the subsidy model should be 
simplified so it is easier to understand. 
Attitude towards health insurance is an important factor affecting 
insurance coverage. Respondents who showed interest in health insurance 
were 30.1 times (CI=11.6-78.0) more likely to participate in health insurance 
programs than those who were not interested. This relationship is potentially 
bidirectional; if you hold health insurance then you are likely to express more 
interest in it than someone without it. However, better understanding of and a 
positive attitude towards health insurance is clearly important; although, based 
on the published literature there appears to be little research demonstrating this 
in developing countries. Attitude is defined as “a psychological tendency that 
is expressed by evaluating a particular entity with some degree of favor or 
disfavor” (Eagly and Chaiken, 2007). It is expected that the near-poor with 
positive attitudes towards health insurance may be more likely to choose to 
participate in health insurance schemes, other factors being equal. However, 
positive attitudes alone are unlikely to lead to behaviour change if outweighed 
by other concerns such as financial difficulties.  
Respondents who reported one or more elderly persons in their 
household were more likely to be covered by a health insurance program than 
those who reported no elderly in their household. Part of the explanation for 
this may be that the elderly have a higher likelihood of requiring health care. 
Participation in a health insurance scheme will reduce the household’s cost 
burden when the elderly person suffers from illness and need healthcare 
services. 
Respondents living in temporary and semi-permanent houses were less 
likely to participate in a health insurance scheme than those who lived in 
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permanent houses. It is likely that this is because living in semi-permanent and 
temporary houses is an indicator of lower household income. This is consistent 
with the well documented relationship of lower insurance coverage rates with 
lower household income (Kuangnan et al., 2012).   
In univariate analysis, people living in urban areas were more likely to be 
insured than those in rural areas, but this difference was not significant in 
multivariate analysis. This suggests the difference was probably mainly due to 
difference in other socio-economic variables. 
Other independent variables were not statistically associated with 
insurance coverage.  
 
9.3 THE INSURED NEAR-POOR’S SATISFACTION WITH THE 
FUNCTIONAL QUALITY OF HEALTH SERVICES  
Satisfaction with the functional quality of healthcare services was 
measured using a 14 item scale consisting of four components covering 
waiting time (two items), the facility (two items), interaction and 
communication with staff (two items), and interaction and communication 
with doctors (8 items). Satisfaction with these items was measured using a 
Likert-scale, which expressed the lowest achievable score (indicating low 
satisfaction) as 1 and the highest achievable score (indicating high 
satisfaction) as 5. The insured near-poor were dissatisfied with healthcare 
services provided by health facilities at all levels as the mean score of all items 
was below 4. This result is consistent with other studies conducted in health 
facilities in Vietnam (Thanh, 2013; Thuan and Giang, 2011). However, the 
mean score of all items in this study was lower than that in a study conducted 
in an American health facility (Ward et al., 2005). While it is possible that this 
Vietnamese sample was less satisfied with their care, it may also suggest that 
there is a difference in expectations of functional quality of care between 
developed and developing countries.  
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The internal consistency of the satisfaction scale was examined using 
Cronbach’s Alpha. The results show that the item for each component had a 
high internal consistent reliability (Cronbach’s Alpha>0.9). This result is 
consistent with the original study (Ward et al., 2005), suggesting that the scale 
is reliable in Vietnam. 
The satisfaction with waiting times for registration and examination was 
analysed. The waiting times for registration and examination were categorized 
into three groups: 0 to 14 minutes, 15 to 29 minutes and from 30 minutes. The 
respondents were mostly satisfied with the waiting times of within 15 minutes. 
These results are consistent with several studies about patient’s satisfaction 
with the quality of healthcare services conducted in Vietnam (Thanh, 2013; 
Thuan and Giang, 2011). 
The waiting times for registration and examination in different health 
facilities were also analyzed. The frequency of reported waiting times for 
registration below 15 minutes at the communal health stations (CHSs) (28.8%) 
and district hospitals (DHs) (40.5%) were about twice and triple as much as 
that at the centre/provincial hospitals (CPHs) (12.4%) and about 1.5 times and 
twice that of private clinics/hospitals (PCHs) (18.3%), respectively. The 
waiting time for examination for below 15 minutes at CHSs accounts for the 
highest proportion (46.6%) which was about 3.5 times as much as that at 
CPHs (13.5%) and 2.0 times as much as that at DHs (20.7%) and PCHs 
(19.2%). These can be explained by the fact that CHs and DHs are less busy 
than CPHs and PCHs.  
In Vietnam, it is well known that patients are more likely to access 
higher level public health facilities and private clinics/hospitals than lower 
public health facilities even though their illness can be dealt with by lower 
public health facilities. This is because higher public health facilities are 
considered by patients to offer a higher quality of care than lower level health 
facilities. As a result, the higher level public health facilities are often 
overloaded (Sepehri, 2014).  
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The analysis of satisfaction with health service quality components by 
health facilities was also made. The respondents who attended health services 
at DHs and CPHs (about 30%) were less satisfied with waiting times than 
those being provided health services at CHSs and PCHs (about 50%). This 
result is consistent with the findings on waiting times, that is, where patients 
experienced shorter waiting times they rated them as more satisfactory. These 
findings are consistent with another study which found that the high 
proportion of patients was satisfied with waiting times within 15 minutes 
(Thanh, 2013).  
Respondents were more satisfied with interaction and communication 
with staff at PCH (65.6%) than public health facilities (on average about 
48%). The same findings were found with interaction and communication with 
doctors. Higher satisfaction with the quality of healthcare services at PCHs 
than public health facilities, which has been documented by others 
(Tengilimoglu et al., 1999), was not found in another study conducted in rural 
areas in Vietnam. Satisfaction with the quality of healthcare services between 
public and private health facilities in rural areas in Vietnam was similar to 
each other (Tuan et al., 2005). In this study, although there was a difference in 
patient’s satisfaction with the interaction and communication with doctors 
between higher level public health facilities (13.3%) and private health 
facilities (33.3%), the total satisfaction accounted for a low proportion (about 
22%). This result is inconsistent with another study also conducted in a 
mountainous area in Vietnam where patients’ satisfaction with interaction and 
communication with doctors was 70% and over (Thanh, 2013). This difference 
might be due to the difference in the satisfaction threshold between the 
mountainous and plain areas and the sampled study as well. The mountainous 
people are widely known to have lower expectations of requiring health care 
services with good quality. 
There was only a very small difference in satisfaction with health care 
tangibles between PCHs (68.7%) and public health facilities (on average 
60%). The finding that nearly two thirds of respondents were satisfied (60.2%) 
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with the facility is contrary to the findings of the survey in the mountainous 
area where respondents were least satisfied with tangibles (Thanh, 2013). 
However, it is consistent with the only other study that was conducted in a 
Vietnamese centre hospital (Thuan and Giang, 2011). These above findings 
may suggest that satisfaction with different components of functional 
healthcare service quality varies by differently geographical located health 
facilities. 
 
9.4 FACTORS INFLUENCING THE USE OF THE HEALTH CARE 
CARD 
The starting hypothesis was that the perceived quality of healthcare 
services would be associated with the usage of an insurance card to access 
health benefits. Analysis of the question “What individual, household and 
social factors are associated with the use or non-use of insurance card by the 
near-poor?” included 811 respondents reporting use of health care in the 
preceding six months and where there were multiple occasions, the data refer 
to the most recent outpatient health care service. Using multiple logistic 
regression modelling the analysis showed that there were significant 
associations between the use of a health insurance card and the independent 
variables of work status, membership duration, dissatisfaction with the waiting 
time, and the type of illness. 
 Individuals who worked as free laborers were 2.7 times (CI=1.3-5.5) 
more likely to use a HIC than those who worked as others. In this study, a high 
proportion of near-poor individuals had worked as free laborers and were the 
main income source for supporting the households’ members. Using the health 
insurance card may be perceived to reduce the households’ financial burden.  
Those who had participated in a health insurance scheme for one year 
were 70% (CI=0.1-0.8) less likely to use HIC than those who had been 
involved for three to five years. This association was separate from the effect 
of age, as there was no association between age and membership (Table 7.3). 
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This finding is inconsistent with the VHLSS where there was no association 
between accessing health insurance benefits of outpatient services and 
membership duration (Sepehri et al., 2009). The reason for this inconsistency 
may be that in Vietnam, the Law of Health Insurance, which identified the 
near-poor and insurance benefits for this group, came into effect after 2009. 
The size of the benefits for this group has so far remained unchanged (Nguyen 
and Knowles, 2010; Ministry of Health, 2012). This finding may reflect that 
the longer the near-poor have health insurance the more they are aware of the 
benefits of health insurance, which encourages them to use their insurance 
card. However, it is also likely that longer membership is associated with 
increased likelihood of the need to use more complex health care and 
consequently to use health insurance benefits. However, it is also possible that 
patients may choose to go to higher level facilities in expectation of a higher 
level or better quality of care. 
The relationship between satisfaction with care and use of the health 
insurance card is complex and may indicate that individuals paying for their 
health care with their health insurance card receive different care. In a 
previous study (Sepehri et al., 2009), the levels of health facilities were used 
as a proxy measure of satisfaction with the quality of care. It was presumed 
that those who used higher level health facilities were more satisfied with 
quality of care than those used lower level health facilities. However, this 
study used a standardised instrument to measure satisfaction with the 
functional quality of care. This enabled the testing of association with different 
aspects of satisfaction including waiting times, interaction with doctor, 
interaction with other health staff and health facility tangibles. The likelihood 
of using insurance benefits was strongly negatively associated with 
satisfaction with the components of healthcare quality. This was not examined 
in the Sepehri et al., study (2009) which also identified associations between 
the independent factors and the use of insurance card. 
In this study, it is interesting that the respondents who were dissatisfied 
with the waiting time were 2.4 times (CI=1.2-4.9) more likely to have used 
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insurance benefits than those who were satisfied. This result is inconsistent 
with the suggestion that long waiting times would constrain the accessing of 
insurance benefits (Jowett et al., 2003). As discussed above, most people who 
reported waiting times of within 15 minutes considered them satisfactory. 
These results may indicate that the fact that individuals using their insurance 
card experienced longer waits and therefore less satisfactory waiting times. 
The need to access insurance benefits dominates over dissatisfaction. 
However, as the current study is cross-sectional in design it is not possible to 
determine which came first, the decision to use the health insurance card or the 
dissatisfaction with the service. 
In this study, although not statistically significant, the respondents who 
were unsatisfied with interactions with staff and doctors appeared to be less 
likely to use their health insurance card than those who were satisfied. 
However, only a low proportion of the insured did not use their insurance card 
(10.6%). When using care, the insured often have two choices: (1) to contact a 
designated health facilities which accepted their insurance card; and (2) to 
contact other health facilities where they have to pay the full fees. Even in the 
designated public health facilities, two different styles of medical treatment 
may be provided, one provided to the private fee-paying patients and one 
provided to the insured. When contacting other health facilities and paying the 
full fees or using the private fee-paying services in public health facilities, 
patients may be treated in a special ward with a higher quality of care and able 
to choose the physician as desired. Thus, patients may be willing to pay the 
full fees from their own pocket if they are concerned about physician’s 
attitudes when using health insurance. These results have been in accordance 
with several studies in Vietnam (Sepehri et al., 2011; World Bank, 2007) and 
provide additional evidence supporting this explanation.  
Compared to those experiencing other health services such as check-ups 
and preventive care, patients were more likely to access insurance benefits for 
chronic (OR=5.0; CI=2.1-11.9) and acute (OR=3.0; CI=1.6-5.7) diseases. 
These results have been documented previously (Sepehri et al., 2009). This 
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finding probably reflects higher overall health care costs of disease care 
compared with preventive activities, and therefore a greater need to use 
insurance. 
9.5 ASSESS THE OUT-OF-POCKET SPENDING ON HEALTHCARE 
SERVICE UTILIZATION OF THE NEAR-POOR AND THE 
FACTORS ASSOCIATED WITH THIS PRIVATE SPENDING 
The literature on the financial protection of health insurance focuses on 
the impact of insurance on household out-of pocket expenditures for all kinds 
of care (Jowett et al., 2003; Kuangnan et al., 2012; Sepehri et al.; Sepehri, 
2014). The present study focused on the questions “How much do the near-
poor pay in out-of-pocket payments for health care services?” and “What is 
the difference in out-of-pocket payments between the near-poor with and 
without health insurance coverage?”. The hypothesis was that out-of-pocket 
expenditure for health would be lower for the near-poor with health insurance 
than those without insurance. 
For outpatient health services, the average out-of-pocket expenditures 
per outpatient contact differed amongst health facilities. An outpatient contact 
at higher level public health facilities cost the near-poor more than at lower 
level public health facilities. When the health insurance premium was 
excluded, the uninsured had to pay total out-of-pocket expenditures and pay at 
all levels of public health facilities except for private clinics/hospitals more 
than the insured. These findings are consistent with the previous studies 
(Sepehri et al., 2011; Sepehri, 2014). However, this difference of expenditures 
between the insured and uninsured was small when the health insurance 
premium was included, especially for total out-of-pocket expenditures 
between the two groups. This finding provides more evidence that the relative 
cost of health insurance compared to the average cost of health care does not 
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The average number of outpatient contacts of the uninsured at all levels 
of health facility was lower than those of the insured. While the uninsured 
near-poor were more likely to seek healthcare services at higher level health 
facilities than lower level ones, the insured were to the contrary. These results 
are also consistent with other studies (Sepehri et al., 2008; Wagstaff and 
Lindelow, 2008). It is widely understood that the near-poor are more likely to 
suffer from health conditions and their needs of medical care are high. 
However, these needs are often not met due to the high medical expenses that 
may be reduced when those people become involved in health insurance 
schemes. The uninsured are more likely to use health care services at higher 
level health facilities because they may think that they have to access health 
services at health facilities with higher technical quality once paying the full-
fees. Higher level public health facilities are considered to have a better 
quality of care than lower level health facilities (Sepehri et al., 2009). 
Several factors were found to be significantly associated with out-of-
pocket expenditures. When the health insurance premium was not included, 
the insured spent 13% less on average than the uninsured. This finding is 
consistent with other studies (Sepehri et al., 2011; Sepehri, 2014).  
Those who lived in urban areas had lower health care expenditure than 
those who lived in rural areas. This finding is inconsistent with other studies 
where there was no significant association between urban residence and 
private health spending (Chankova et al., 2008; Sepehri et al., 2011; Sepehri, 
2014). This difference may be due to the difference in the knowledge of health 
insurance schemes between the two groups. Those who lived in a rural area 
had poorer knowledge than those lived in an urban area (Table 4.4: OR=10, 
p<0.01). In addition, the proportion of urban respondents enrolling in health 
insurance was higher than that of rural respondents (Table 5.1).  Thus, urban 
people may utilise insurance benefits to reduce out-of-pocket expenditures 
more than rural people.  
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As expected, those with excellent health spent less than those reporting a 
poorer health status and those with poor health spent most. These findings are 
consistent with a previous study (Jowett et al., 2003) and suggest that 
individuals reporting good health are indeed less likely to suffer from diseases 
than those with poor health, therefore incurring less out-of-pocket spending 
when using healthcare services. Individuals with conditions categorized as 
chronic diseases incurred higher out-of-pocket expenditures. This result is 
consistent with a previous study (Kuangnan et al., 2012).  
Using higher level public and private health facilities involved higher 
out-of-pocket expenditures than using lower level public health facilities. 
These findings are consistent with other studies (Sepehri et al., 2011; Sepehri, 
2014). Individuals are likely to access healthcare services at overcrowded 
higher level public and private health facilities due to limitations of care and 
perceived quality of care at lower level public health facilities, especially for 
the insured. Thus, as well as paying for the direct cost of consultation, 
diagnosis, and medication, they have to pay for travel, accommodation and 
other indirect costs that would arise when using healthcare services in lower 
level health facilities (Wagstaff and Lindelow, 2008). Furthermore, those who 
use higher level public health facilities would also be more likely to have more 
complicated health needs that cost more to treat. 
The above discussion does not include consideration of health insurance 
premium costs in total out-of-pocket expenditures. When insurance premium 
costs are included, the insured have to spend slightly more out-of-pocket 
expenditure for health than the uninsured. This can be explained by the fact 
that the near-poor have to contribute co-payments of a premium of 30% and 
service fees of 20%, which dilute the effects of the insurance scheme on out-
of-pocket expenditures (Chankova et al., 2008). However, the independent 
factors identified above remained significant with or without the inclusion of 
the costs of premiums. This result suggests that the government subsidy of 
health insurance premiums for the near-poor overall has a marginal effect at 
reducing health care costs for near-poor families. The government subsidizes 
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100% of the health insurance premium for the poor, but only 70% of this 
premium for the near-poor. However, the income differential between the two 
groups is small (Prime Minister of Vietnam, 2011). Consequently, the near-
poor incur more expenditure when using healthcare services than the poor. 
The effect of health insurance scheme for the near-poor on reducing out-of-
pocket payment on healthcare services may be higher if the government fully 
subsidises co-payments of premium and the co-payment of services fees are 
lower. 
For inpatient health services, the average out-of-pocket expenditures per 
inpatient contact was also different among health facilities. An inpatient 
contact at higher level public health facilities cost the near-poor more than at 
commune health stations, but less than in district hospitals. The uninsured had 
to pay much more than the insured at all levels of public health facilities and 
private clinics/hospitals, even when the costs of health insurance premiums 
were included. In this study, the difference of out-of-pocket per inpatient 
contact among health facilities was not yet significant. This probably reflects 
the small sample size of the uninsured who required hospitalisation during the 
study reporting period. The average number of inpatient contacts of the 
uninsured at all levels of health facility was also lower than the insured. This 
result is also consistent with a previous study (Wagstaff and Lindelow, 2008). 
This finding may reflect the fact that the uninsured’s health care needs are not 
met because of the prohibitive out-of-pocket costs for these needs.  
Several factors were found to be significantly associated with out-of-
pocket expenditures, including insurance status, health status, health facility 
utilization and illness condition. When health insurance premium costs were 
not included, the insured spent 29% less on average than the uninsured. This 
finding is consistent with some previous studies (Chankova et al., 2008; 
Jowett et al., 2003), but inconsistent with another (Wagstaff and Lindelow, 
2008). In the Wagstaff and Lindelow (2008) study, health insurance was found 
to increase the risk of high expenditures as it encouraged people to seek care 
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when they suffered from sickness. In addition, service providers were 
encouraged to provide costly high-tech care.  
Using higher level public health facilities involved higher out-of-pocket 
expenditures than using lower level public health facilities, consistent with 
findings of a previous study (Wagstaff and Lindelow, 2008). As expected, 
those with poor health spent much more than those with a better health status, 
as shown in a study by Jowett et al., (2003). Those with acute diseases spent 
less than those with other diseases. This result is consistent with a previous 
study (Kuangnan et al., 2012).  
The above discussion concerns expenditure without inclusion of the 
health insurance premium in the total out-of-pocket expenditures. When this is 
included, the same independent variables were still found to have the same 
significant association with out-of-pocket expenditures, but the additional 
variable of occupation was also found to be associated with these health 
payments. Those who worked as farmers spent more than those with other 
jobs. The reason may be that farmers enrol in health insurance and contribute 
insurance premiums more than free laborers.  
9.6 STRENGTHS AND LIMITATIONS 
Several limitations of the study may affect the internal and external 
validity of the results.  
First, the study was confined to a district of one province, and therefore 
this sample may not reflect the total Vietnamese population. Consequently, 
this could limit the generalizability of the results on health insurance coverage, 
utilization of insurance benefits, out-of-pocket expenditures and the associated 
factors to other locations. 
Second, the interviewees had to recall their out-of-pocket expenditures 
for each outpatient or inpatient visit and estimate total out-of-pocket spending 
for their healthcare services utilization. This recall and estimation is likely to 
involve some inaccuracy. While this may lead to under or over-estimation of 
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expenditure, it is unlikely that this would be systematically different between 
different groups, such as the insured compared to the uninsured.  
Third, the sample size of the inpatient events limited the power of the 
study to examine determinants of inpatient associated out-of-pocket 
expenditures among health facilities. 
Fourth, in this study, the factors related to the uptake of health insurance 
such as trust in scheme management, adequacy of information, registration 
and timing of premium collection were not collected. However, it is easy for 
the near-poor to buy health insurance card. It requires a phone call to an 
insurance agent living in the same commune as the near-poor, he or she will 
go directly the near-poor households to collect money and provide insurance 
card later. 
This study has several strengths. First, the sample was chosen randomly 
and only one household member was selected. The survey sample was overall 
relatively large; and therefore the study had reasonable power for most 
analyses. Moreover, the sampling of only one individual from each household 
should reduce the likelihood of cluster effects and homogeneity in responses. 
Second, the questionnaire was developed based on the Vietnam Living 
Standard Survey and mainly used standard questions. Other aspects of the 
methodology were also similar to this survey. Thus, the findings of this cross 
sectional study are likely to be very comparable to the larger national survey. 
The study used a well validated measure of patient satisfaction and was 
therefore able to directly measure these rather than infer them from patterns of 
health facility use as in previous studies. 
Third, while the interviewees provided recalled estimates of their out-of-
pocket expenditures on health service utilization, where possible these were 
validated against receipts of service fees. 
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9.7 CONCLUSIONS  
The results that emerged from this study in Cao Lanh district, Dong Thap 
province, Vietnam have important policy implications for health insurance, 
health care financing and delivery for contributing the achievement of the 
objectives of universal health coverage in Vietnam.  
The low rate of health insurance coverage for the near-poor, combined 
with the reported high level of interest in insurance schemes, indicates there is 
a need to review the current health insurance arrangements. At least two 
strategies need to be considered to increase enrolment in health insurance by 
the near-poor. First, knowledge levels about health insurance are very low. 
Information and education campaigns about health insurance benefits should 
be developed and implemented with a specific focus on near-poor households. 
Such a campaign may to help boost and maintain enrolments.  
Second, the insurance premium subsidy needs to be reviewed. The 
estimates from this study suggest that overall, at least for out-of-hospital 
health care costs, the out-of-pocket expenses for those with and without 
insurance did not differ very much once the cost of the insurance premium 
was included. Moreover, the near-poor perceived that the cost of the premiums 
was high. Consequently, the perceived and real benefits appeared to be small, 
at least in relation to out-of-hospital costs, which is the type of health care 
most commonly accessed. In addition, adverse selection still exists in this 
target group. Thus, fully subsidising the premiums (100% premium subsidy) 
for the near-poor together with the implementation of mandatory enrolment 
may be important for expanding coverage for this group. This administrative 
strategy is also an effective approach to addressing adverse selection. In 
addition, the subsidy model should be simple to understand. For example, the 
simplified scheme should be developed with two types of membership: 
individual and family. Family membership could cover all family members up 
to a certain age that is usually determined by when they will become 
independent income earners or form separate household units.  
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The finding that the likelihood of using a health insurance card increased 
with membership duration when seeking outpatient care suggests the potential 
impact of insurance to enhance service utilization. This increase in utilization 
may reflect unmet medical needs. The increasing access is likely to enhance 
efficiency and equity to the extent that insurance allows the low income near-
poor with unmet healthcare needs to seek health care services in a timely and 
efficient way. The above information and education campaigns about health 
insurance benefits would also be important in ensuring that those enrolled 
make effective use of their insurance card when seeking care. 
The finding that the functional quality of healthcare services was 
perceived to be low and insurance card utilisation was strongly associated with 
this factor suggests that attention needs to be given to the quality of service 
being provided to those who use their health insurance. If the perception is that 
the quality of care provided to users of near-poor health insurance cards is less 
than that for people paying the full costs, then this is a major problem for 
promoting insurance uptake. If it is really the case that people using their 
health insurance card are receiving less satisfactory care, then this is a 
significant issue regarding the quality and equity of health care delivery. 
Health service users experienced long waiting times for registration and 
examination and reported negatively on interactions and communication with 
health staff and physicians at higher public level health facilities compared to 
lower level facilities. However, in many cases these users were accessing 
higher level public health facilities to receive services that could be totally 
provided by lower public health facilities. This is because higher public health 
facilities are considered to offer a higher technical quality of care. 
Consequently, higher level public health facilities are often overcrowded and 
insured users may enjoy less insurance benefits. The Ministry of Health should 
promote the use of primary care services and improve the quality of care at 
lower level public health facilities. This may help reduce direct and indirect 
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The near-poor using health care services had to pay high private out-of-
pocket expenditures compared to their income, especially those requiring 
inpatient care services. In addition, there were differences in out-of-pocket 
spending on health between the insured and the uninsured. Thus, the financial 
protection provided by health insurance plays a very critical role. Moreover, 
while the difference in income thresholds for insurance entitlements income 
between the poor and the near-poor is small, the poor are only required to co-
pay 5% of service fees while the near-poor have to contribute 20%. This 
research suggests that the co-payment level for the near-poor should be 
reduced at least to 5% given its potential impact on timely access to needed 
health care.  
The findings of this study suggest the implications for further research.  
There was no separately significant association between the quality 
components of interaction with doctors, interaction with staff, the facility and 
the use of a health insurance card. This could be due to the small sample of the 
insured who did not use their insurance card to access health care services. 
Further research on a larger sample of this group should be undertaken to get a 
more accurate estimate of the effect of insurance. Very few studies have been 
undertaken regarding the impact of a health insurance scheme on the near-
poor. Further research should be implemented in other districts of Dong Thap 
province and other provinces,  to gain a clear picture of the impact of a health 
insurance scheme on this target group. In this study, the analysis was based on 
insurance status, service utilisation and OOP by the respondent himself or 
herself. The future studies should be implemented on other household’s 
members because the information on health conditions, work, service 
utilisation could also impact on income, OOP and the uptake of insurance and 
service use.  
In summary, the health insurance program for the near-poor in Vietnam 
should be modified, together with improvements in the quality of care given, 
in order to increase health insurance enrolment and the likelihood of accessing 
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insurance benefits and decreasing private out-of-pocket expenditures. The 
objectives of universal health coverage could then be secured. 
The results also have several broader implications for universal health 
insurance. If universal health insurance is going to be funded through a 
universal income, the following is suggested: 
  First, differentiation between the poor and the near-poor should not be 
made, as the near-poor can become poor with very little change in 
circumstances, and as a result of even relatively small health incidents. 
Second, the benefits of insurance must clearly outweigh premium costs at all 
levels of care, otherwise those with limited health care needs will see little 
benefit and significant cost in participating. Third, the subsidy model needs to 
be simple to understand (whereas the current Vietnamese model with a sliding 
scale of subsidy according to household size is not). Four, it is important that 
the community fully understands how insurance works and that this is 
communicated in forms that will be understood by people with low literacy. 
Five, there needs to be significant government attention to ensure that the 
quality of care provided to those who use their health insurance when seeking 
care are not treated differently to those who pay directly. Finally, in terms of 
costs to the health system and to individuals, attention needs to be given to 
ensure that wherever appropriate, care is provided at the community health 
level and that this care is recognised as being high quality. 
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Appendices 
Appendix 1. The correlation matrix of the independent variables in relation with health insurance status 
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Appendix 2. The correlation matrix of the independent variables in relationship with use of health insurance card 
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Appendix 3. The correlation matrix of the independent variables in relationship with outpatient care OOP 
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Appendix 4. Normal P-P plot of regression standardized residual-dependent 
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Appendix 5. Regression standardized predicted value - dependent variable: log-
transformed OOP for outpatient care  
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Appendix 6. Homoscedasticity for outpatient care OOP 
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Appendix 7. The correlation matrix of the independent variables in relationship with inpatient care OOP 
 Appendices 140 
Appendix 8. Normal P-P plot of regression standardized residual – dependent 
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Appendix 9. Regression standardized predicted value - dependent variable: log-
transformed OOP for inpatient care  
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Appendix 11. The near-poor’s knowledge of health insurance 
Knowledge of health insurance N Frequency 
Know Don’t know 
What is health insurance  2000 1295 (64.7%) 705 (35.3%) 
How much of the health insurance premium 
the government subsidies for the near-poor?  
2000 1125 (56.3%) 875 (43.7%) 
The first person pays 100% of premium  1993 1313 (65.9%) 680 (34.1%) 
The second pays 90% of premium  1960 361 (18.4%) 1599 (81.6%) 
The third person pays 80% of premium  1960 281 (14.3%) 1679 (85.7%) 
The fourth person pays 70% of premium 1960 192 (9.8%) 1768 (90.2%) 
From the fifth person pays 60% of premium 1960 118 (6.0%) 1842 (94.0%) 
How long the health insurance card will be 
effective 
2000 1849 (92.5%) 151 (7.5%) 
Being reimbursed 100% of cost at commune 
level or total cost per episode under 15% 
basic salary at all levels when accessing a 
designated facility with a contract with 
insurance office 
1986 847 (42.6%) 1139 (57.4%) 
Being reimbursed 80% of cost when using 
common healthcare services when accessing 
a designated facility with a contract with 
insurance office 
1966 509 (25.9%) 1457 (74.1%) 
Being reimbursed 80% of cost per episode 
but not over 40% of basic salary when using 
high technical healthcare when accessing a 
designated facility with a contract with 
insurance office 
1964 69 (3.5%) 1895 (96.5%) 
Being reimbursed of 50% of the cost for 
cancer diseases treatment if involving 3 
continuous years when accessing a 
designated facility with a contract with 
insurance office 
1965 65 (3.3%) 1900 (96.7%) 
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Being reimbursed the cost for transporting 
inpatient care  when accessing a designated 
facility with a contract with insurance office 
1964 24 (1.2%) 1940 (98.8%) 
Being reimbursed 70% of cost at the third 
grade hospitals when accessing a designated 
facility without a contract with insurance 
office 
1982 620 (31.3%) 1362 (68.7%) 
Being reimbursed 50% of cost at the second 
grade hospitals when accessing a designated 
facility without a contract with insurance 
office 
1966 900 (45.8%) 1066 (54.2%) 
Being reimbursed 30% of cost at the first 
grade and special hospitals when accessing a 
designated facility without a contract with 
insurance office 
1964 237 (12.1%) 1727 (87.9%) 
Being reimbursed according to above 3 
levels but not over 40% of basic salary for an 
episode when using high technical healthcare 
when accessing a designated facility without 
a contract with insurance office 
1963 15 (0.8%) 1948 (99.2%) 
In an emergency, being received the same 
benefits as in a designated health facility 
when accessing a designated facility without 
a contract with insurance office 
1963 73 (3.7%) 1890 (96.3%) 
Being reimbursed not over 55,000VND per 
outpatient treatment at the third grade 
hospitals when accessing a designated 
facility without contracting with health 
insurance office 
1978 127 (6.4%) 1851 (93.6%) 
Being reimbursed not over 120,000VND per 
outpatient treatment at the second grade 
hospitals when accessing a designated 
1963 47 (2.4%) 1916 (97.6%) 
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facility without contracting with health 
insurance office 
Being reimbursed not over 340,000VND per 
outpatient treatment at the first grade and 
special hospitals when accessing a designated 
facility without contracting with health 
insurance office 
1963 11 (0.6%) 1952 (99.4%) 
Being reimbursed not over 450,000VND per 
inpatient treatment at the third grade 
hospitals when accessing a designated 
facility without contracting with health 
insurance office 
1963 30 (1.5%) 1933 (98.5%) 
Being reimbursed not over 1,200,000VND 
per inpatient treatment at the second grade 
hospitals when accessing a designated 
facility without contracting with health 
insurance office 
1963 28 (1.4%) 1935 (98.6%) 
Being reimbursed not over 3,600,000VND 
per inpatient treatment at the first grade and 
special hospitals when accessing a designated 
facility without contracting with health 
insurance office 
1963 7 (0.4%) 1956 (99.6%) 
Being reimbursed not over 4,500,000VND at 
health facilities in foreign countries when 
accessing a designated facility without 
contracting with health insurance office 
1963 6 (0.3%) 1957 (99.7%) 
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Appendix 12. Quantitative questionnaire on household  
 
My name is..................................................., currently working  
in............................................................ In the collaboration between Ha noi School of 
Public Health and Cao Lanh District People’s Committee, Dong Thap province we 
are  conducting the survey about the effect of health insurance program. We are 
interested in the effectiveness of health insurance on peoples access to healthcare  and 
the costs that people pay for health care.  Your information will be kept confidential  
and used for research purpose only. Could you please provide us information with 





Area: …………………(Urban: 1; Rural:2) 
Household head: ………………………………….Household number:……….. 
Address:…………………………………………………………………………. 
Surveyor’s full name:…………………………………………………………… 
Supervisor’s full name:…………………………………………………………. 
Date……month……201     Date…..month…..201  
Supervisor        Surveyor 
(signature)        (signature) 
 
 
N0 Question Code 
1 What is your age?...............................................................................  
2 What is your sex?  
 Male 1 
Female 2 
3 What is the highest level of education that you have completed?  
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 I have not completed any level of schooling. 1 
Primary School 2 
Secondary School 3 
High and upward 4 
4 What is your marital status?  
 Single  1 
Married (including divorced) 2 
5 What is your ethnicity?  
 Kinh 1 
Other (specify)……………………………………………………... 2 
6 What is your work status?  
 Farmers 1 
Free laborer 2 
Others:(specify………………………………………………………) 3 
7 What is a type of your family?  
 Two-parent 1 
Single-parent 2 
No parent 3 
8 How many people live in this household? …… 
9 How many children (from 6 to under 18 years old) are there in your 
household? 
…… 
10 How many persons aged above 60 years old are there in your 
household? 
…… 
11 How many females over 18 are there in your household? …… 
12 What is your housing type?  
 Permanent 1 
Semi-permanent 2 
Temporary 3 
13 How do you evaluate your health status?  
 Excellent 1 
Good 2 
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Fair 3 
Poor 4 
14 Can you tell me what you think health insurance is?  
 Health insurance is insurance against the risk of incurring medical 
expenses among individuals 
1 
Do not know 99 
15 To get health insurance people have to pay a premium which is 
subsidized by the government. Do you know how much of the 
health insurance premium the government subsidies for the near-
poor? 
 
 70% 1 
Other/Do not know:……………………………………………….. 98 
16 In terms of what you can afford, do you think the health insurance 
premium is a high, medium or low cost? 
 
 High 1 
Medium 2 
Low 3 
17 Can you tell me how much premium an individual has to pay if all 
household members are involved in health insurance scheme? 
 
 The first person pays 100% of 170,100 VND 1 
The second pays 90% of 170,100 VND 2 
The third person pays 80% of 170,100 VND 3 
The fourth person pays 70% of 170,100 VND 4 
 From the fifth person on the premium is 60% of 170,100 VND 5 
Do not know 99 
18 Do you know how long the health insurance card will be effective  
 Within a year 1 
Do not know 99 
19 Can you tell me what health benefits from a designated facility with 
contracting with health insurance office you think people insured 
under the government subsidized health insurance will receive from 
their  health insurance card? (Multiple choice) 
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 being reimbursed 100% of cost at commune level or total cost per 
episode under 15% basic salary at all levels 
1 
being reimbursed 80% of cost when using common healthcare 
services  
2 
being reimbursed 80% of cost per episode but not over 40% of basic 
salary when using high technical healthcare 
4 
being reimbursed of 50% of the cost for cancer diseases treatment if 
involving 3 continuous years 
5 
being reimbursed the cost for transporting inpatient care   6 
Do not know 99 
20 Can you tell me what health benefits from a non-designated facility 
with contracting with health insurance office you think people 
insured under the government subsidized health insurance will 
receive from their  health insurance card? (Multiple choice) 
 
 being reimbursed 70% of cost when accessing the third grade 
hospitals 
1 
being reimbursed 50% of cost when accessing the second grade 
hospitals 
2 
being reimbursed 30% of cost when accessing the first grade and 
special hospitals 
3 
being reimbursed according to above 3 levels but not over 40% of 
basic salary for an episode when using high technical healthcare 
4 
In an emergency, being received the same benefits as in a designated 
health facility 
5 
Do not know 99 
21 Can you tell me what health benefits from a designated facility 
without contracting with health insurance office you think people 
insured under the government subsidized health insurance will 
receive from their  health insurance card? (Multiple choice) 
 
 being reimbursed not over 55,000VND (2.5AUD) per outpatient 
treatment when accessing the third grade hospitals 
1 
being reimbursed not over 120,000VND (5.5AUD) per outpatient 2 
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treatment when accessing the second grade hospitals 
being reimbursed not over 340,000VND (16 AUD) per outpatient 
treatment when accessing the first grade and special hospitals 
3 
being reimbursed not over 450,000VND (21AUD) per inpatient 
treatment when accessing the third grade hospitals 
4 
being reimbursed not over 1,200,000VND (56AUD) per inpatient 
treatment when accessing the second grade hospitals 
5 
being reimbursed not over 3,600,000VND (168 AUD) per inpatient 
treatment when accessing the first grade and special hospitals 
6 
being reimbursed not over 4,500,000VND (210AUD) when 
accessing health facilities in foreign countries 
7 
Do not know 99 
22 Are you interested in health insurance program for the near-poor?  
 Yes 1 
No 2 
23 Do you have health insurance card?  
 Yes                                    1 
No                                      2 
If yes, what is your membership duration?  …… 
Now I will ask you about the time when you received OUT-
patient treatment at the health facility (Unless the interviewees 
used health facility, write 99 in the column of health facility code 
and move to the next section) 
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24.  
In the last 6 months, which health 
centers have you visited for outpatient 
diagnosis, treatment or check-up ? 
(Exclude vaccination) 









In the last 6 
months, how 
many times did 
you use out-
patient services at 
this facility ? 
26. 
What are the reasons for using out-
patient services over the last 6 months ? 
Preventive service................................1 
Treatment for chronic diseases…….…2 










Ask those who have health insurance 
card! 
In the last 6 months, how many times 
did you use insurance card for 
Outpatient treatments? 




Times Reasons  Reasons code List each 
contact in order  
Use of insurance card  
(1: Yes; 0: No) 
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28. 
In the last 6 months, what was 
the cost of the treatment? 
- including service charges, 
medication, tips and rewards for 
medical staff at this facility 
- Excluding travel and 
accommodation expenses, 




In the last 6 months, how much 
did the household spend on 










In the last 6 months, how 
much did the household spend 
on travel, accommodation and 









In the last 6 months, how much did the 
household spend on X-ray, ultrasound, 
blood and other laboratory test for your 
out-patient services at this facility ? 
 





    
    
    
    
    
    
    
Subtotal 1:…………………….. Subtotal 2:……………………… Subtotal 3:…………………… Subtotal 4:……………………………. 
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Now I will ask you about the time when you received IN-patient treatment at the health facility (Unless the interviewees used health 
facility, write 99 in the column of health facility code and move to the next section) 
 
32.  
In the last 12 months, which health 
center have you visited for in-
patient diagnosis, treatment or 
check-up ? (Exclude vaccination) 
Commune health station………......1 
Regional clinics…………................2 







In the last 12 
months, how 
many times did 
you use in-
patient service 
at this facility ? 
34. 
What are the reasons for using in-
patient service over the last 12 
months ? 
Treatment for chronic diseases…….1 







Ask those who have health insurance card! 
In the last 12 months, how many times did you 
use insurance card for in-patient treatments? 




Times Reasons  Reasons code List each 
contact in 
order 
Use of insurance card  
(1: Yes; 0: No) 
       
       
       
       
 Appendices 154 
36. 
In the last 12 months, what was 
the cost of the in-patient 
treatment? 
- including service charges, 
medication, tips and rewards for 
medical staff at this facility 
- Excluding travel and 
accommodation expenses, 






In the last 12 months, how much 
did the household spend on 












In the last 12 months, how much 
did the household spend on 
travel, accommodation and 
meals for you and relatives 










In the last 12 months, how much did 
the household spend on X-ray, 
ultrasound, blood and other laboratory 
test for your in-patient services at this 
facility ? 
 







    
    
    
    
    
    
Subtotal 5:……………………… Subtotal 6:……………………… Subtotal 7:…………………….. Subtotal 8:…………………………… 
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40 
 
How much have you spent for your health insurance card for the last 12 months? 
………(If none record 0)………………………………..Thousand VND… 
  
NOW I WOULD LIKE TO ASK ABOUT YOUR PERCEPTION OF THE 
QUALITY OF THE MOST RECENT HEALTHCARE SERVICE YOU HAVE 
USED. 
41. Where you have used the most recent healthcare services? 
Communal health station……………………………………………………………1 
Regional clinics.................................................................................................2 
District hospitals……………………………………………………… ..…………...3 
Provincial hospitals…………………………………………………………..……...4 
Centre hospitals………………………………………………………... …………...5 
Private clinics/hospitals ………………………………………………..…………..6 
Others (Specify)………………..…………………………………………………….7 
The following items use a 5 point Likert scale with (1) Very unsatisfied; (2) 
Unsatisfied; (3) Neither unsatisfied nor satisfied; (4) Satisfied and (5) Very satisfied. 
 





42 The length of time you spent 
waiting in the reception area 
after you arrived for your visit 
1 2 3 4 5 
43 The length of time you spent 
waiting in the exam area 
1 2 3 4 5 
 Interaction and communication factor with staff 
44 The friendliness shown to you 
by the receptionist 
1 2 3 4 5 
45 The courtesy shown to you by 
the receptionist 
1 2 3 4 5 
 Tangibles factor with facility 
46 The accessibility to health 
facilities 
1 2 3 4 5 
47 The cleanliness of health 
facilities 
1 2 3 4 5 
 Interaction and communication factor with doctors 
48 The doctor’s personal interest in 
you and your medical problems 
1 2 3 4 5 
49 The thoroughness of your 
examination 
1 2 3 4 5 
50 The doctor’s explanation of 
treatment options 
1 2 3 4 5 
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51 Their explanation of test and 
procedure 
1 2 3 4 5 
52 Your doctor’s explanation of 
prescribed medicine 
1 2 3 4 5 
53 The accuracy of the diagnosis 
you received 
1 2 3 4 5 
54 Your physician’s explanation for 
referrals to other physicians 
and/or practitioners 
1 2 3 4 5 
55 The amount of time spent with 
this doctor during your visit  
1 2 3 4 5 
THE END OF INTERVIEW! 
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